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Application for a 81915(c) Home and Community-

Based ServicesWaiver

PURPOSE OF THE HCBSWAIVER PROGRAM

The Medicaid Home and Community-Based Services (HCBS) waiver program is authorized in §1915(c) of the Social Security
Act. The program permits a state to furnish an array of home and community-based services that assist Medicaid beneficiaries to
live in the community and avoid institutionalization. The State has broad discretion to design its waiver program to address the
needs of the waiverstarget population. Waiver services complement and/or supplement the services that are available to
participants through the Medicaid State plan and other federal, state and local public programs as well as the supports that families
and communities provide.

The Centers for Medicare & Medicaid Services (CMS) recognizes that the design and operational features of awaiver program
will vary depending on the specific needs of the target population, the resources avail able to the state, service delivery system
structure, state goals and objectives, and other factors. A State has the latitude to design awaiver program that is cost-effective
and employs avariety of service delivery approaches, including participant direction of services.

Request for a Renewal to a §1915(c) Home and Community-Based Services

WENWE]

1. Major Changes

Describe any significant changes to the approved waiver that are being made in this renewal application:
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The proposed renewal for the Supportive Living Program (SLP) waiver includes several changes from the current waiver. The
narrative below explains the primary differences.

1. The State has updated the overall cost estimates to reflect historical trends for both Fee-for-Service (FFS) and Managed Care
Organization (MCO) customers.

2. Performance measuresin all appendices have been revised, including new performance measures for the Settingsrule. The
Medicaid Agency (MA) intentionally made these updates with the goal of having similar measures across all Illinois waivers.
Having consistency in expectations amongst the nine waiver programs will allow the MA to compare compliance amongst
operating agencies (OA). By doing this, the MA and the various OA's can learn from each other and improve quality across all
waiver programs.

3. Appendix F, Fair Hearings section, to align with MCO contract requirements.

4. Appendix G, the option for desk audit reviews for some types of complaint investigations, incident report reviews and follow
up reviews for non-compliance was added. Desk audits were utilized with the Appendix K waiver during the public health
emergency and found to be a viable option for some reviews that did not require in-person observations or interviews.

5. Appendix |, Includes proposed changes to the rate methodology which incorporates nursing facility quality add-on payments
related to staffing and quality, in addition to the already approved base rate. The MA intends to to work with stakeholders to
incorporate a pathway for accountability in applying the add-ons similar to what is done for nursing facility add-ons.

6. The State has updated words and terms for consistency throughout the application. Examples are;

--Person-centered Plan (PCP) is used to refer to care plan , service plan, person-centered plan, person-centered plan of care, etc.
--Customer is used to refer to the participant, member, enrollee, client, consumer, individual, etc.

--Managed Care Organization (MCO) is used to refer to the plan, health plan, etc.

7. The State updated the implementation dates for the various MCO authorities.

8. Funding from section 9817 of the American Rescue Plan Act of 2021 is being utilized for the implementation of the
Supportive Living Program waiver.

9. Asaresult of unwinding activitiesin preparation for the ending of the COVID-19 Public Health Emergency (PHE), changes
were made in the following sections of thisrenewal: F-3-c, G-1-d, G-3-b-ii, G-3-c-iv, Appendix G-Quality Improvement ii.

Application for a 81915(c) Home and Community-Based Services Waiver

1. Request I nformation (1 of 3)

A. The State of lllinois requests approval for aMedicaid home and community-based services (HCBS) waiver under the
authority of 81915(c) of the Socia Security Act (the Act).
B. Program Title (optional - thistitle will be used to locate this waiver in the finder):

Illinois Supportive Living Program
C. Type of Request: renewal

Requested Approval Period:(For new waivers requesting five year approval periods, the waiver must serve individuals
who are dually eligible for Medicaid and Medicare.)

O 3years ® Syears

Original Base Waiver Number: IL.0326
Waiver Number:IL.0326.R05.00
Draft ID: IL.005.05.00

D. Type of Waiver (select only one):
Regular Waiver

E. Proposed Effective Date: (mm/ddlyy)
10/01/22

Approved Effective Date: 10/01/22
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PRA Disclosur e Statement

The purpose of this application is for states to request aMedicaid Section 1915(c) home and
community-based services (HCBS) waiver. Section 1915(c) of the Social Security Act authorizes the
Secretary of Health and Human Services to waive certain specific Medicaid statutory requirements so
that a state may voluntarily offer HCBS to state-specified target group(s) of Medicaid beneficiaries who
need alevel of institutional carethat is provided under the Medicaid state plan. Under the Privacy Act
of 1974 any personally identifying information obtained will be kept private to the extent of the law.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection
of information unlessit displays avalid OMB control number. The valid OMB control number for this
information collection is 0938-0449 (Expires. December 31, 2023). The time required to complete this
information collection is estimated to average 160 hours per response for a new waiver application and
75 hours per response for arenewal application, including the time to review instructions, search
existing data resources, gather the data needed, and complete and review the information collection. If
you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this
form, please write to: CM S, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop
C4-26-05, Baltimore, Maryland 21244-1850.

1. Request I nformation (2 of 3)

F. Level(s) of Care. Thiswaiver is requested in order to provide home and community-based waiver servicesto individuals
who, but for the provision of such services, would require the following level(s) of care, the costs of which would be
reimbursed under the approved Medicaid state plan (check each that applies):

[ Hospital
Select applicable level of care
O Hospital asdefined in 42 CFR §440.10

If applicable, specify whether the state additionally limits the waiver to subcategories of the hospital level of
care:

o Inpatient psychiatric facility for individuals age 21 and under as provided in42 CFR 8440.160
Nursing Facility
Select applicable level of care
® Nursing Facility asdefined in 42 CFR ??440.40 and 42 CFR ??440.155

If applicable, specify whether the state additionally limits the waiver to subcategories of the nursing facility level
of care;

O Ingtitution for Mental Disease for per sonswith mental illnesses aged 65 and older as provided in 42 CFR
§440.140

[] Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/I1D) (asdefined in 42 CFR
§440.150)
If applicable, specify whether the state additionally limits the waiver to subcategories of the ICH/IID level of care:
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1. Request

I nformation (3 of 3)

G. Concurrent Operation with Other Programs. Thiswaiver operates concurrently with another program (or programs)
approved under the following authorities
Select one:

O Not applicable

® Applicable
Check the applicable authority or authorities:

Services furnished under the provisions of §1915(a)(1)(a) of the Act and described in Appendix |
Waiver (s) authorized under §1915(b) of the Act.

[
[

Specify the §1915(b) waiver program and indicate whether a §1915(b) waiver application has been submitted or
previously approved:

A 1915(b) waiver amendment was submitted to CMS on April 6, 2018. CMS approved this on October 23,

2018, and Illinois was allowed to expand Managed Long Term Supports and Services (MLTSS) statewide. The
statewide expansion became effective and enrollments began July 1, 2019.

On October 1, 2019, the Department submitted to CMS a MLTSS 1915(b) request for waiver renewal for a
period of 5 years beginning January 1, 2020. This request was approved by CMS on December 23, 2019.
Specify the 81915(b) authorities under which this program oper ates (check each that applies):

§1915(b)(1) (mandated enrollment to managed care)

[ §1915(b)(2) (central broker)

[] 81915(b)(3) (employ cost savingsto furnish additional services)
[ §1915(b)(4) (selective contracting/limit number of providers)

A program operated under §1932(a) of the Act.

Specify the nature of the state plan benefit and indicate whether the state plan amendment has been submitted or
previously approved:

The Illinois IL.13-015 1932(a) State plan amendment (SPA) to implement mandatory managed care for the

adult aged, blind and disabled populations in Cook County and surrounding border counties was approved for
the effective date of May 1, 2011.

The State enrolls Medicaid customers on a mandatory basisinto Managed Care Organizations (M COs) through
the HealthChoice Illinois, which is afull-risk capitated program.

The SPA is operated under the authority granted by section 1932(a)(1)(A) of the Social Security Act. Under
this authority, a state can amend its Medicaid state plan to require certain categories of Medicaid customers to
enroll in MCO entities without being out of compliance with provisions of section 1902 of the Act on
statewideness, freedom of choice or comparability. The authority will not be used to mandate enrollment of
Medicaid customers who are Medicare eligible, or who are First Nation/Native Americans (Indians), except for
voluntary enrollment as indicated in subsection E. (Populations and Geographic Area) of the SPA.

A program authorized under 81915(i) of the Act.
A program authorized under 81915(j) of the Act.

A program authorized under 81115 of the Act.
Secify the program:

The Medicare Medicaid Alignment Initiative (MMALI) operates pursuant to Section 1115A of the Social
Security Act.

H. Dual Eligiblity for Medicaid and Medicare.
Check if applicable:

Thiswaiver provides servicesfor individualswho are eligible for both Medicare and Medicaid.
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2. Brief Waiver Description

Brief Waiver Description. In one page or less, briefly describe the purpose of the waiver, including its goals, objectives,
organizational structure (e.g., the roles of state, local and other entities), and service delivery methods.

The Department of Healthcare and Family Services (HFS), the state Medicaid Agency (MA), isresponsible for the Supportive
Living Program (SLP) waiver. Responsibilitiesincluded program oversight, monitoring, provider enrollment, processing federal
claims, maintaining an appeal process, and dligibility.

The SLP offers services to customers age 65+ and persons with physical disabilities ages 22-64 who meet functional and
financial eligibility criteria. Those that meet Medicaid eligibility are waiver customers. Those that do not meet Medicaid
eligibility pay for waiver services with their own funds. Customers may transition in and out of Medicaid eligibility. Services
offered are the same for both Medicaid and private pay customers. The percentage of Medicaid waiver customersin the SLP
averages approximately 70%. This includes both MCO and fee-for-service populations.

Customer need for SLP servicesis determined by local community agencies called Care Coordination Units (CCUs), which are
under contract with the Department on Aging, and by staff of the Department of Human Services (DHS). These staff evaluate
applicants’ need for long term services and supports (LTSS) using a standardized needs assessment instrument, the
Determination of Need (DON). Customers' rights and responsibilities are defined in brochures and validated during various
points of the assessment process.

SLP provider licensed nurses and MCO case managers are responsible for development and implementation of the person-
centered plan (PCP). Customers are provided with the opportunity to lead the PCP. Those that choose not to lead are still
engaged at al levels of assessment and care planning. The customer and provider(s) responsible for the implementation of the
PCP receive a copy of the PCP. Customers are encouraged to make their own decisions about the services they receive. The
services provided are based on the customer's individual needs and preferences and are supplied in accordance with the PCP.

Services available under the waiver include: medication oversight, routine health assessments by licensed nurses, well-being
checks, assistance with activities of daily living (ADL), laundry, housekeeping, social and health promotion and arranging for
necessary outside services.

SLP dementia care settings afford individuals with cognitive impairments the option to remain in a community setting while
providing the added safety intervention of delayed egress and other supports. All of the services and requirementsin a
conventional SLP setting are followed along with well-being checks three times daily, scheduled activities at least three times
daily, increased staffing and additional staff training. Customers are assessed prior to admission and quarterly thereafter to
verify that delayed egressis a needed safety intervention. If a customer is assessed and determined not to require this
intervention, they may till reside in the SLP dementia care setting. |f delayed egressis not an assessed safety intervention, the
customer may leave the building anytime they choose. The individual/their designated representative are also provided referral
information to other service options, including a conventional SLP setting.

The MA ensure that providers meet all standards for certification before services may be supplied to customers.

The MA monitors customer eligibility welfare, services, staff qualifications and training and quality. The MA isaso responsible
for identifying non-compliance, remediation and sanctions. The MA reviews monitoring outcomes to identify problematic
trends and track the effects of remediation efforts to improve performance.

Illinois mandatory managed care program, now called HealthChoice Illinois, operates statewide, offering providers the
opportunity to contract with MCOsin all Illinois counties. The HealthChoice program launched January 1, 2018. The Integrated
Care Program (ICP), Family Health Plan/Affordable Care Act (ACA) Adults (FHP/ACA) and Managed Care Long Term
Services and Supports (ML TSS) managed care programs are now incorporated in HealthChoice lllinois. Customers enrolled in
the Medicare Medicaid Alignment Initiative (MMALI) are not impacted by HealthChoice Illinois. 1llinois received approval from
the federal Centersfor Medicare and Medicaid (CMS) to jointly implement the MMAI program on February 22, 2013. Section
1915(c) waivers impacted by MMAI were amended at that time. MMAI contracts have been extended a couple of times, and the
current contract is set through December 31, 2022.

3. Components of the Waiver Request
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Thewaiver application consists of the following components. Note: I1tem 3-E must be completed.

A. Waiver Administration and Operation. Appendix A specifies the administrative and operationa structure of this
waiver.

B. Participant Access and Eligibility. Appendix B specifies the target group(s) of individuals who are served in this waiver,
the number of participants that the state expects to serve during each year that the waiver isin effect, applicable Medicaid
eligibility and post-eligibility (if applicable) requirements, and procedures for the evaluation and reevaluation of level of
care.

C. Participant Services. Appendix C specifies the home and community-based waiver services that are furnished through
the waiver, including applicable limitations on such services.

D. Participant-Centered Service Planning and Delivery. Appendix D specifies the procedures and methods that the state
uses to develop, implement and monitor the participant-centered service plan (of care).

E. Participant-Direction of Services. When the state provides for participant direction of services, Appendix E specifiesthe
participant direction opportunities that are offered in the waiver and the supports that are available to participants who
direct their services. (Select one):

O Yes Thiswaiver provides participant direction opportunities. Appendix E isrequired.

® No. Thiswaiver doesnot provide participant direction opportunities. Appendix E is not required.

F. Participant Rights. Appendix F specifies how the state informs participants of their Medicaid Fair Hearing rights and
other procedures to address participant grievances and complaints.

G. Participant Safeguards. Appendix G describes the safeguards that the state has established to assure the health and
welfare of waiver participantsin specified aress.

H. Quality Improvement Strategy. Appendix H contains the Quality Improvement Strategy for this waiver.

I. Financial Accountability. Appendix | describes the methods by which the state makes payments for waiver services,
ensures the integrity of these payments, and complies with applicable federal requirements concerning payments and
federal financial participation.

J. Cost-Neutrality Demonstration. Appendix J contains the state's demonstration that the waiver is cost-neutral.

4. Waiver (s) Requested

A. Compar ability. The state requests awaiver of the requirements contained in §1902(a)(10)(B) of the Act in order to
provide the services specified in Appendix C that are not otherwise available under the approved Medicaid state plan to
individuals who: (a) require the level(s) of care specified in Item 1.F and (b) meet the target group criteria specified in
Appendix B.

B. Income and Resour ces for the M edically Needy. Indicate whether the state requests awaiver of §1902(a)(10)(C)(i)(I11)
of the Act in order to use institutional income and resource rules for the medically needy (select one):

O Not Applicable
® No

O Yes
C. Statewideness. Indicate whether the state requests awaiver of the statewideness requirementsin §1902(a)(1) of the Act
(select one):

® No
O ves
If yes, specify the waiver of statewideness that is requested (check each that applies):

[] Geographic Limitation. A waiver of statewideness is requested in order to furnish services under this waiver
only to individuals who reside in the following geographic areas or political subdivisions of the state.
Soecify the areas to which this waiver applies and, as applicable, the phase-in schedule of the waiver by
geographic area:
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[] Limited Implementation of Participant-Direction. A waiver of statewidenessis requested in order to make
participant-direction of services as specified in Appendix E available only to individuals who reside in the
following geographic areas or political subdivisions of the state. Participants who reside in these areas may elect
to direct their services as provided by the state or receive comparabl e services through the service delivery
methods that are in effect elsewherein the state.

Foecify the areas of the state affected by this waiver and, as applicable, the phase-in schedule of the waiver by
geographic area:

5. Assurances

I'n accordance with 42 CFR 8441.302, the state providesthe following assurancesto CM S:

A. Health & Welfare: The state assures that necessary safeguards have been taken to protect the health and welfare of
persons receiving services under this waiver. These safeguardsinclude:

1. As specified in Appendix C, adequate standards for all types of providers that provide services under thiswaiver;

2. Assurance that the standards of any state licensure or certification requirements specified in Appendix C are met
for services or for individuals furnishing services that are provided under the waiver. The state assures that these
requirements are met on the date that the services are furnished; and,

3. Assurance that al facilities subject to §1616(e) of the Act where home and community-based waiver services are
provided comply with the applicable state standards for board and care facilities as specified in Appendix C.

B. Financial Accountability. The state assures financial accountability for funds expended for home and community-based
services and maintains and makes available to the Department of Health and Human Services (including the Office of the
Inspector General), the Comptroller General, or other designees, appropriate financial records documenting the cost of
services provided under the waiver. Methods of financial accountability are specified in Appendix I.

C. Evaluation of Need: The state assures that it provides for an initial evaluation (and periodic reevaluations, at least
annually) of the need for alevel of care specified for thiswaiver, when there is a reasonabl e indication that an individual
might need such services in the near future (one month or less) but for the receipt of home and community-based services
under this waiver. The procedures for evaluation and reevaluation of level of care are specified in Appendix B.

D. Choice of Alternatives: The state assures that when an individual is determined to be likely to require the level of care
specified for thiswaiver and isin atarget group specified in Appendix B, theindividual (or, legal representative, if
applicable) is:

1. Informed of any feasible alternatives under the waiver; and,

2. Given the choice of either ingtitutional or home and community-based waiver services. Appendix B specifies the
procedures that the state employs to ensure that individuals are informed of feasible alternatives under the waiver
and given the choice of ingtitutional or home and community-based waiver services.

E. Average Per Capita Expenditures: The state assures that, for any year that the waiver isin effect, the average per capita
expenditures under the waiver will not exceed 100 percent of the average per capita expenditures that would have been
made under the Medicaid state plan for the level(s) of care specified for this waiver had the waiver not been granted. Cost-
neutrality is demonstrated in Appendix J.

F. Actual Total Expenditures: The state assures that the actual total expenditures for home and community-based waiver
and other Medicaid services and its claim for FFP in expenditures for the services provided to individuals under the waiver
will not, in any year of the waiver period, exceed 100 percent of the amount that would be incurred in the absence of the
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G.

waiver by the state's Medicaid program for these individuals in the institutional setting(s) specified for thiswaiver.

Institutionalization Absent Waiver: The state assures that, absent the waiver, individuals served in the waiver would
receive the appropriate type of Medicaid-funded institutional care for the level of care specified for this waiver.

. Reporting: The state assures that annually it will provide CM S with information concerning the impact of the waiver on

the type, amount and cost of services provided under the Medicaid state plan and on the health and welfare of waiver
participants. Thisinformation will be consistent with a data collection plan designed by CMS.

. Habilitation Services. The state assures that prevocational, educational, or supported employment services, or a

combination of these services, if provided as habilitation services under the waiver are: (1) not otherwise available to the
individual through alocal educational agency under the Individuals with Disabilities Education Act (IDEA) or the
Rehabilitation Act of 1973; and, (2) furnished as part of expanded habilitation services.

. Servicesfor Individualswith Chronic Mental 11Iness. The state assures that federal financial participation (FFP) will

not be claimed in expenditures for waiver servicesincluding, but not limited to, day treatment or partial hospitalization,
psychosocial rehabilitation services, and clinic services provided as home and community-based servicesto individuals
with chronic mental illnesses if these individuals, in the absence of awaiver, would be placed in an IMD and are: (1) age
22 to 64; (2) age 65 and older and the state has not included the optional Medicaid benefit cited in 42 CFR §440.140; or
(3) age 21 and under and the state has not included the optional Medicaid benefit cited in 42 CFR § 440.160.

6. Additional Requirements

Note: Item 6-I must be completed.

A.

C.

D

G.

Service Plan. In accordance with 42 CFR 8441.301(b)(1)(i), a participant-centered service plan (of care) is developed for
each participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to the
service plan. The service plan describes: (a) the waiver services that are furnished to the participant, their projected
frequency and the type of provider that furnishes each service and (b) the other services (regardless of funding source,
including state plan services) and informal supports that complement waiver services in meeting the needs of the
participant. The service plan is subject to the approval of the Medicaid agency. Federal financial participation (FFP) is not
claimed for waiver services furnished prior to the development of the service plan or for services that are not included in
the service plan.

. Inpatients. In accordance with 42 CFR 8441.301(b)(1)(ii), waiver services are not furnished to individuals who are in-

patients of a hospital, nursing facility or ICF/11D.

Room and Board. In accordance with 42 CFR 8441.310(a)(2), FFP is not claimed for the cost of room and board except
when: (a) provided as part of respite servicesin afacility approved by the state that is not a private residence or (b)
claimed as a portion of the rent and food that may be reasonably attributed to an unrelated caregiver who resides in the
same household as the participant, as provided in Appendix I.

. Accessto Services. The state does not limit or restrict participant access to waiver services except as provided in

Appendix C.

. Free Choice of Provider. In accordance with 42 CFR §431.151, a participant may select any willing and qualified

provider to furnish waiver servicesincluded in the service plan unless the state has received approval to limit the number
of providers under the provisions of §1915(b) or ancther provision of the Act.

. FFP Limitation. In accordance with 42 CFR 8433 Subpart D, FFP is not claimed for services when another third-party

(e.g., another third party health insurer or other federal or state program) islegally liable and responsible for the provision
and payment of the service. FFP also may not be claimed for services that are available without charge, or as free care to
the community. Services will not be considered to be without charge, or free care, when (1) the provider establishes afee
schedule for each service available and (2) collects insurance information from all those served (Medicaid, and non-
Medicaid), and bills other legally liable third party insurers. Alternatively, if a provider certifies that a particular legally
liable third party insurer does not pay for the service(s), the provider may not generate further bills for that insurer for that
annual period.

Fair Hearing: The state provides the opportunity to request a Fair Hearing under 42 CFR 8431 Subpart E, to individuals:
(a) who are not given the choice of home and community-based waiver services as an alternative to institutional level of
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care specified for thiswaiver; (b) who are denied the service(s) of their choice or the provider(s) of their choice; or (c)
whose services are denied, suspended, reduced or terminated. Appendix F specifies the state's procedures to provide
individuals the opportunity to request a Fair Hearing, including providing notice of action as required in 42 CFR §431.210.

H. Quality Improvement. The state operates aformal, comprehensive system to ensure that the waiver meets the assurances
and other requirements contained in this application. Through an ongoing process of discovery, remediation and
improvement, the state assures the health and welfare of participants by monitoring: (a) level of care determinations; (b)
individual plans and services delivery; (c) provider qualifications; (d) participant health and welfare; (€) financial oversight
and (f) administrative oversight of the waiver. The state further assures that all problems identified through its discovery
processes are addressed in an appropriate and timely manner, consistent with the severity and nature of the problem.
During the period that the waiver isin effect, the state will implement the Quality Improvement Strategy specified in
Appendix H.

I. Public Input. Describe how the state secures public input into the devel opment of the waiver:

On June 1, 2022, this proposed waiver renewal was emailed to the tribal government and posted for public notice to the
website of the Illinois Department of Healthcare and Family Services
https://www2.illinois.gov/hfs/SiteCollectionDocuments/06012022PublicNoticeSL PRenewal Final .pdf ; providing for a 30
day comment period ending June 30, 2022.

This proposed waiver renewal is also provided via a non-electronic method of public distribution. A copy of the
proposed renewal was posted at DHS local offices throughout the state, except in Cook County. In Cook County, the
notice is available in the Office of the Director, Illinois Department of Healthcare and Family Services, 401 South
Clinton Street, 1st Floor, Chicago Illinois. Additionally, within the public notice a telephone number is provided to
reguest a paper copy of the proposed waiver renewal. The public notice invited comments via email or regular mail.
Finally, the Illinois Department of Healthcare and Family Services emailed notification to SLP providers and trade
associations. SLP providers posted the public notice in the building for customers and families.

The State received two comments:

Comment #1) We are desperately in need of arate increase to keep up with inflation and this 'wage war'. We are currently
not competitive in terms of staffing but do not have the budget to continue increasing wages. We are barely breaking
even asit is, at least without the rescue. However, that is temporary. We want to ensure future success and be made aware
of aplan to stay "up to date" with these rates. | want to be able to raise wages and know that it won't ruin us. SLF's will
have to raise wages to recruit associates, rate change or not. However, they will not stay open long when they/we are not
able to break even, at least not without a serious declinein quality. If we could change the requirement from CNA to
Caregivers with an in-house training program, that may help. There does not seem to be enough CNA's or nursesto go
around. We must hire associates as Helping Hands and pay for them to go to CNA school. That isthe ONLY reason we
have CNA's. | haven't been ableto hire a certified CNA for well over ayear. | keep hiring and training and have been
lucky enough to stay ahead, but | can't imagine that everyone isthat lucky. Thisisacrisisand | am extremely concerned
about the future of LTC. Raising rates may be a Band-Aid, but it must happen and asap.

STATE RESPONSE:

Public Act 102-0699 resulted in increased rates for SLP providers beginning July 1, 2022. SLP ratesremain at 54.3% of
the average nursing facility rate within specific geographic regions. These rate increases are the result of new funding
being added to the nursing facility per diem rates effective for the same period.

Continued to Main B Optional.

J. Noticeto Tribal Governments. The state assures that it has notified in writing all federally-recognized Tribal
Governments that maintain a primary office and/or majority population within the State of the State's intent to submit a
Medicaid waiver request or renewal request to CM S at least 60 days before the anticipated submission date is provided by
Presidential Executive Order 13175 of November 6, 2000. Evidence of the applicable notice is available through the
Medicaid Agency.

K. Limited English Proficient Persons. The state assures that it provides meaningful access to waiver services by Limited
English Proficient persons in accordance with: (a) Presidential Executive Order 13166 of August 11, 2000 (65 FR 50121)
and (b) Department of Health and Human Services " Guidance to Federal Financial Assistance Recipients Regarding Title
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V1 Prohibition Against National Origin Discrimination Affecting Limited English Proficient Persons' (68 FR 47311 -
August 8, 2003). Appendix B describes how the state assures meaningful access to waiver services by Limited English

Proficient persons.

7. Contact Person(s)

A. The Medicaid agency representative with whom CM S should communicate regarding the waiver is:

Last Name:

First Name:

Title:

Agency:

Address:

Address 2:

City:

State:

Zip:

Phone:

Fax:

E-mail:

I\Ni nsel |

[Pam I

|Senior Public Service Administrator

|Department of Healthcare and Family Services - Bureau of Long Term Care

|201 South Grand Avenue East

[Springfield

Illinois

2763

[217) 782-6350 | Ext] |1 v

[(217) 557-2349 |

|pame| awinsel @illinois.gov

B. If applicable, the state operating agency representative with whom CM S should communicate regarding the waiver is:

Last Name:

First Name:

Title:

Agency:

Address:

Address 2:
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City:

State:

Zip:

Phone:

Fax:

E-mail:

Illinois

| [Ext| |D TTY

8. Authorizing Signature

This document, together with Appendices A through J, constitutes the state's request for awaiver under 81915(c) of the Social
Security Act. The state assures that all materials referenced in this waiver application (including standards, licensure and
certification requirements) are readily available in print or electronic form upon request to CM S through the Medicaid agency or,
if applicable, from the operating agency specified in Appendix A. Any proposed changes to the waiver will be submitted by the
Medicaid agency to CMS in the form of waiver amendments.

Upon approval by CMS, the waiver application serves as the state's authority to provide home and community-based waiver
services to the specified target groups. The state attests that it will abide by all provisions of the approved waiver and will
continuously operate the waiver in accordance with the assurances specified in Section 5 and the additional requirements specified
in Section 6 of the request.

Signature:

Submission Date:

Pam Winsel

State Medicaid Director or Designee

[Aug 23, 2022

Last Name:

First Name:

Title:

Agency:

Address:

Address 2:

City:

Note: The Signature and Submission Date fields will be automatically completed when the State
Medicaid Director submitsthe application.

|Cunni ngham |

[elly |

[Medicaid Administrator |

|Healthcare and Family Services I

|201 South Grand Avenue East I

[Springfield
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State: llinois
Zip:
62763 |
Phone:
[217) 7822570 | Ext: | |L 7y
Fax:

[(217) 782-7053 |

E-mail:
Attachments kelly.cunningham@illinois.gov

Attachment #1: Transition Plan
Check the box next to any of the following changes from the current approved waiver. Check all boxes that apply.

[ Replacing an approved waiver with thiswaiver.

[] Combining waivers.

[ Splitting one waiver into two waivers.

[] Eliminating a service.

[] Adding or decreasing an individual cost limit pertaining to eligibility.

[ Adding or decreasing limitsto a service or a set of services, as specified in Appendix C.

[ Reducing the unduplicated count of participants (Factor C).

[] Adding new, or decreasing, a limitation on the number of participants served at any point in time.

[] Making any changesthat could result in some participantslosing eligibility or being transferred to another waiver
under 1915(c) or another Medicaid authority.

[ Making any changesthat could result in reduced servicesto participants.

Specify the transition plan for the waiver:

Attachment #2: Home and Community-Based Settings Waiver Transition Plan

Specify the state's process to bring this waiver into compliance with federal home and community-based (HCB) settings
requirements at 42 CFR 441.301(c)(4)-(5), and associated CM S guidance.

Consult with CMSfor instructions before completing thisitem. This field describes the status of a transition process at the point in
time of submission. Relevant information in the planning phase will differ from information required to describe attainment of
milestones.

To the extent that the state has submitted a statewide HCB settings transition plan to CMS, the description in thisfield may
reference that statewide plan. The narrative in this field must include enough information to demonstrate that this waiver
complies with federal HCB settings requirements, including the compliance and transition requirements at 42 CFR 441.301(c)(6),
and that this submission is consistent with the portions of the statewide HCB settings transition plan that are germane to this
waiver. Quote or summarize germane portions of the statewide HCB settings transition plan as required.

Note that Appendix C-5 HCB Settings describes settings that do not require transition; the settings listed there meet federal HCB
setting requirements as of the date of submission. Do not duplicate that information here.

Update this field and Appendix C-5 when submitting a renewal or amendment to this waiver for other purposes. It is not
necessary for the state to amend the waiver solely for the purpose of updating this field and Appendix C-5. At the end of the state's
HCB settings transition process for this waiver, when all waiver settings meet federal HCB setting requirements, enter
"Completed" in thisfield, and include in Section C-5 the information on all HCB settings in the waiver.
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The state assures that this waiver renewal will be subject to any provisions or requirements included in the state's most recent
and/or approved home and community-based settings Statewide Transition Plan. The state will implement any CM S required
change by the end of the transition period as outlined in the home and community-based settings Statewide Transition Plan.

Additional Needed Information (Optional)

Provide additional needed information for the waiver (optional):
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RESPONSE TO PUBLIC COMMENT CONTINUED:

Comment #2)
Request #1: Please revise the SLP Waiver Renewal to contain explanation of “when rates wereinitially set and last reviewed”.

According to the Technical Guide for 1915(c) Waivers including Instructions and Review Criteria, section I-2(a) should contain
explanation of “when rates wereinitialy set and last reviewed” and the CM S checklist for Documenting Appendix 1-2-a aso
callsfor statesto “indicate when the rate methodology was set.”

In the proposed renewal (Supportive Living Program-IL 0326), HFS does not outline the SL P rate history contained in previous
waiver applications, nor does it provide any indication of when the current methodology was set. To avoid the likelihood of an
RAI and to avoid implementation delays, we request adding language similar to that found in previous waiver requests, such as
the following:

“Initially, Supportive Living Program (SLP) rates for conventional SLP providers were calculated based upon 60% of the
weighted average reimbursement rate for nursing facilities in the same geographic area, excluding room, board, and other
Medicaid prohibited costs provided to participants. Public Act 97-0689 separated the SLP rates from the nursing facility rates
from 2011 to 2019 during which multiple small rate increases were implemented through state legislation. Public Act 101-0010
reestablished SL P reimbursement methodology for conventional SLP providers based on 54.3% of the average total nursing
facility services per diem for the geographic areas defined by the MA while maintaining the rate differential for dementia care
and must be updated whenever total nursing facility services per diems are updated, which is quarterly. In April 2022, Public Act
102-0699 maintained that the SL P reimbursement methodology upon implementation of the patient driven payment model must
be at least 54.3% of the average total nursing services per diem rate and established that the average total nursing services per
diem rate shall include all add-ons for nursing facilities for the geographic area provided for in Section 5-5.2 of Public Act 102-
1035 for the purposes of calculating SLP rates.”

STATE RESPONSE:
The MA will add the following statement to Appendix |.2.a. Rate Determination Methods, “ SLP rates were initially set in July
2019 and were last reviewed in 2022".

Request #2: Please revise the SLP Waiver Renewal to indicate compliance with §1902(a)(30) (A) of the Social Security
Administration Act

According to the Technical Guide for 1915(c) Waivers including Instructions and Review Criteria and the CM S checklist for
Documenting Appendix 1-2(a), the renewal waiver should indicate compliance with 81902(a)30(A) of the Social Security Act,
describing how rates are consistent with efficiency, economy, and quality of care, and are sufficient to enlist enough providers.
Unlike previous waiver renewals, in the proposed renewal, HFS is silent as to this requirement. We request the addition of
language similar what has appeared in previous waivers, such as:

“It was determined that this methodology resultsin fair and acceptable rates for providers allowing them to provide required
services and quality care, while at the same time ensuring cost neutrality in comparison with institutional care.”

STATE RESPONSE:
The MA has added this language to this renewal application.

Request #3: Please revise the SLP Waiver Renewal to include a description of how the State solicits public comments on rate
determination methods.

According to the Technical Guide for 1915(c) Waivers including Instructions and Review Criteria and the CM S checklist for
Documenting Appendix 1-2-a, section I-2( &), Appendix [-2(a) should contain a description of how the state solicits public
comments on rate determination methods. Although the HFS outlinesiits process for soliciting public input for proposed waiver
changes in the proposed renewal, HFS does not share any detailed information related to the multi-year collaboration among
members of the Illinois General Assembly, program providers, trade associations, and HFS that resulted in legidlation (Public
Act 102-1035 and Public Act 102-0699) setting nursing home rates and SLP rates.

To avoid the likelihood of an RAI and to avoid implementation delays, we request the addition of the following:

“The SLP rates for conventional SLP providers continue to be calculated based upon 54.3% of the average total nursing facility

services per diem for facilitiesin the same geographic area. Effective July 1, 2022, total nursing facility services per diem will
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include varying levels of funding for staffing levels, quality metrics, as well as establishing wage scales for certified nurse
assistants (CNA). The revised nursing facility methodology reflects a two-year process of in-depth, facility-level examination of
the care being provided to the nursing home residents, regular stakeholder meetings, legislative hearings, and the work of a
statutorily mandated advisory group, including trade association representatives, independent operators, MA staff, and staff from
all four legidative caucuses. The MA maintained a website throughout the process where it posted information on the proposed
rate development. The MA took a structured and transparent approach to develop, deliberate, adopt, and implement nursing
home payments.”

Furthermore, in the proposed renewal, HFS indicates that the “MA intends to work with stakeholders to incorporate a pathway
for accountability in applying the add-ons similar to what is done for nursing facility add-ons.” Asthe State also notesin the
proposed renewal “the reimbursement rate methodology for SLP providersis established in State statute.”

However, Public Act 102-0699, which establishes the SLP rate methodology specifies that SLP rates must be based on 54.3% of
the average total nursing services per diem rate. The statute further specifies that the average total nursing services per diem shall
be calculated by including all add-ons for nursing facilities for the geographic area provided for in Section 5-5.2. Thus, the
statute does not contemplate varying levels of funding for SLP providers like what is done for nursing facilities. Unlike Public
Act 102-1035 which outlines detailed parameters and requires HFS to promulgate Administrative Rules for the implementation
of asystem of performance-based funding for nursing facilities, Public Act 102-0699 calls for HFS to calculate the average total
nursing services per diem by geographic region and the SLPs rates must be 54.3% of that average rate.

As has been the case since the inception of the SLP more than 20 years ago, SLP rates are aflat daily rate calculated per
geographic region and are not tied to the type of service or the frequency of services provided. The waiver renewal should be
revised to reflect the current methodology by adding the language that has been included in previous waivers, such asthe
following:

“SLPratesare aflat daily rate calculated per geographic region and are not tied to the type of service of the frequency of services
provided.”

Finally, in the waiver renewal HFS indicates that, “it intends to work with stakeholders to incorporate a pathway for
accountability in applying the add-ons similar to what is done for nursing facility add-ons.” AALC finds this sentence
problematic for a variety of reasons. First, we are concerned that this sentence servesto conflate the SL P setting with
institutional care rather than distinguish it. Secondly, CM S indicates that states can integrate pay-for-performance for HCBS
waivers through supplemental or enhanced payments and should utilize Appendix 1-3(c). CM S has defined supplemental or
enhanced payments as “any payment to a Medicaid provider that is in addition to the state’ s standard direct payment for services
rendered to a Medicaid beneficiary and billed by a provider.” (per 1915(c) Technical Guide, Pages 311-312).

In the absence of implementing supplemental payments, HFS should include all add-onsin the calculation of the daily SLP
Medicaid rates and work with stakeholders to incorporate in the flat daily rate the add-ons related to the quality and CNA tenure
and promotion.

STATE RESPONSE:

Nursing home rate reform meetings did include recognition that SLP rates would need to be adjusted commensurate with any
increase in the nursing home rates. The current SLP daily rate of 54.3% of the average total nursing facility services per diem for
the geographic areas defined by the MA while maintaining the rate differential for dementia care was not changed.

Language in PA 102-0699 results in arate methodology change for the SLP waiver. Changes to the rate methodology require
approval by federal CMS. As stated in the renewal application, the MA intends to work with stakeholders to incorporate a
pathway for accountability in applying the add-ons similar to what is done for nursing facility add-ons. Once finalized, the MA
will submit awaiver amendment to federal CMS. In addition to working with stakeholders, the waiver amendment process also
reguires a 30 day public notice period, which will offer another opportunity for input.

The renewal application includes the following language in Appendix I. 2. a, “ SLP rates are not tied to the type of service or
frequency of services provided. However, the SLP provider must supply servicesto meet customers' needs’.

Expecting quality outcomes for SLP customers is reasonabl e given the expected increase in rates these add-ons will generate.
This by no way servesto conflate the SLP setting with institutional care. If anything, it will help to further distinguish the SLP.
The MA feels confident SLP providers will be able to report data for quality measures that highlight the quality of care they offer
customers; making them stand out as a provider type. The MA will consider using Appendix I. c. 3. Supplemental or Enhanced

Paymentsin afuture waiver amendment.
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Appendix F. 1. Opportunity to Request a Fair Hearing continued:

Managed Care Organization (MCO)

If acustomer enrolled in an MCO is appealing their eligibility to gain access into the waiver or remain on the waiver, the appeal
will go through appeal processes explained earlier in F.1. If the customer is appealing the level of services being provided, the
appeal will proceed through the MCO' s appeal process since the MCO Care Coordinators are devel oping the person-centered
plan (PCP) and authorizing services. Customers enrolled in an MCO may file for an internal appeal with the MCO and aso have
the right to request afair hearing with final decision being made by the Medicaid Agency (MA). The MA’sfair hearings process
isthe same for all customers, including those enrolled with MCOs. The MA isthefinal level of Appeal. MCOs are required to
have aformally structured appea system that complies with Section 45 of the Managed Care Reform and Patient Rights Act and
42 CFR. 438 to handle al Appeals subject to the provisions of such sections of the Act and CFR. (including, without limitation,
procedures to ensure expedited decision making when a customer’ s health so necessitates). The MA reviews/approves the
MCO's Appeal process guidelines, in compliance with MCO Contract Sections 5.30.2.1 and 5.21.1.10.

MCOs inform customers about the MA's fair hearing process in the customer handbook distributed at the time of enrollment
(MCO Contract Section 5.21.8.4). Information about the fair hearing processis also published on the MCOs' websites and
contained in the MCO Customer Handbooks. Appeal information is also provided whenever a customer requestsit. A customer
may appoint a guardian, caretaker relative, or provider to represent the customer throughout the appeal process. The MCO shall
provide aform and instructions on how the customer may appoint a representative.

Per 42 CFR 438.402(c) (ii), a customer or an authorized representative, with the customer's written consent, may file an internal
appeal. The customer may only initiate a State Fair Hearing after the customer has exhausted the internal appeals process within
the customer's MCO. Per 42 CFR 438.406 (a), MCOs are required to help customers in filing an internal appeal or in accessing
the fair hearing process including assistance in completing forms and completing other procedural steps. This includes providing
interpreter services, translation assistance, assistance to the hearing impaired (including toll-free numbers that have adequate
TTY/TTD) and assisting those with limited English proficiency. The MCO must make oral interpretation services available free
of chargein al languages to all customers who need assistance. Thisis also required by the MCO Contract Section 5.21.4.3.

At the time of the initial decision by the MCO to deny arequested service or reduce, suspend or terminate a previously
authorized service, a Notice of Adverse Determination is provided by the MCOs in writing to the customer. In addition, the
MCOs provides a Notice of Appeal Resolution to the customer at the time of the internal grievance or appeal resolution. If the
resolution is not wholly in favor of the customer, the customer may elect to request afair hearing from the MA. The Notice of
Appeal Resolution includes the description of the process for requesting a Fair Hearing.

Each MCO submits a quarterly Grievance and Appeals summary report to the MA. The format of each report is dictated by the
MA (MCO Contract Section 5.30.3.11). The quarterly summary report of Grievances and Appealsfiled by customersis
organized by categories of medical necessity reviews, access to care, quality of care, transportation, pharmacy, LTSS services
and other issues. It includes the total grievance and appeals per 1,000 customers. Additionally, it includes a summary count of
any such appeals received during the reporting period including those that go through fair hearings.

Finally, these reports include Appeal s outcomes indicating whether the appeals were upheld or overturned. Appeals are reported
separately for each waiver. The MA reviews and analyzes the grievance and appeals reports and compares the reports over time
and across MCOs to analyze trends, outliers among MCOs and to assure that the M COs are addressing areas of concern. Records
of adverse actions and requests for appeals are maintained by the MCOs for a period of six (6) years, per MCO Contract Section
5.30.4 and Section 9.1.36.

The MA ensures that MCO customers are informed by the MCO about their Fair Hearing Process by reviewing and prior
approving the Customer Handbook, Notice of Adverse Determination and any Notices of Appeal Resolution letters which must
contain the customers' rights to a Fair Hearing and how to request such. The State’ s External Quality Review Organization
(EQRO) aso reviews such documents through a desk review and determines if the MCO is compliant during on-site visits. The
State reviews/approves the MCO's appeal process guidelines.

The MCO informs the customer about their appeal and fair hearing rights verbally and in writing at the initial face-to-face visit
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with the customer at least annually, and as needed. Customers may appeal if services are denied, reduced, suspended, or
terminated. In addition, appeals may be made any time the MCO takes an action to deny the service(s) of the customer’s choice

or the provider(s) of their choice; The appeal processis described in writing in the MCO's Customer Handbook which is
reviewed with the customer by the MCO’ s Care Coordinator.

When services are denied, reduced, suspended, or terminated, or choice is denied, the customer isinformed via a Notice of
Adverse Determination. This notice includes (a) A statement of what action the MCO intends to take; (b) The reasonsfor the
intended action; (c) The guidelines or criteria used in making the decision. The Notice of Adverse Determination also contains
information on appealing the determination and how services can continue during the period while the customer’s appeal is

under consideration. The customer is aso informed of the right to request, free of cost, access to all copies of relevant
information.

The MCOs have a separate appeal process that occurs prior to the Fair Hearing process. If an appeal is upheld by the MCO, the
MCO sends a Notice of Appeal Resolution letter. Thisletter contains instructions/information on the Fair Hearing process.

Copies of the documents, including Notices of Adverse Determinations, Notices of Appeal Resolution, and the opportunity to
reguest a Fair Hearing, are maintained by the MCO in ain a database.

Appendix A: Waiver Administration and Operation

1. State Line of Authority for Waiver Operation. Specify the state line of authority for the operation of the waiver (select
one):

® Thewaiver is operated by the state M edicaid agency.
Specify the Medicaid agency division/unit that has line authority for the operation of the waiver program (select one):

@ TheMedical Assistance Unit.

Specify the unit name:
Division of Medical Programs
(Do not complete item A-2)

O Another division/unit within the state M edicaid agency that is separate from the Medical Assistance Unit.

Specify the division/unit name. This includes administrations/divisions under the umbrella agency that has been
identified as the Single State Medicaid Agency.

(Complete item A-2-a).

O Thewaiver isoperated by a separ ate agency of the statethat isnot a division/unit of the Medicaid agency.

Specify the division/unit name:

In accordance with 42 CFR 8431.10, the Medicaid agency exercises administrative discretion in the administration
and supervision of the waiver and issues policies, rules and regulations related to the waiver. The interagency
agreement or memorandum of understanding that sets forth the authority and arrangements for this policy is available
through the Medicaid agency to CM S upon request. (Compl ete item A-2-b).

Appendix A: Waiver Administration and Operation

2. Oversight of Performance.

a. Medicaid Director Oversight of Performance When the Waiver is Operated by another Division/Unit within
the State M edicaid Agency. When the waiver is operated by ancther division/administration within the umbrella
agency designated as the Single State Medicaid Agency. Specify (a) the functions performed by that
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division/administration (i.e., the Developmental Disabilities Administration within the Single State Medicaid
Agency), (b) the document utilized to outline the roles and responsibilities related to waiver operation, and (c) the
methods that are employed by the designated State Medicaid Director (in some instances, the head of umbrella
agency) in the oversight of these activities:

Asindicated in section 1 of thisappendix, the waiver isnot operated by another division/unit within the
State Medicaid agency. Thusthis section does not need to be completed.

b. Medicaid Agency Oversight of Operating Agency Performance. When the waiver is not operated by the
Medicaid agency, specify the functions that are expressly delegated through a memorandum of understanding
(MOU) or other written document, and indicate the frequency of review and update for that document. Specify the
methods that the Medicaid agency uses to ensure that the operating agency performs its assigned waiver
operational and administrative functions in accordance with waiver requirements. Also specify the frequency of
Medicaid agency assessment of operating agency performance:

Asindicated in section 1 of thisappendix, the waiver is not operated by a separate agency of the State. Thus
this section does not need to be completed.

Appendix A: Waiver Administration and Operation

3. Use of Contracted Entities. Specify whether contracted entities perform waiver operational and administrative functions
on behalf of the Medicaid agency and/or the operating agency (if applicable) (select one):

® Yes. Contracted entities perform waiver operational and administrative functions on behalf of the Medicaid
agency and/or operating agency (if applicable).
Specify the types of contracted entities and briefly describe the functions that they perform. Complete Items A-5 and
A-6.

Care Coordination Units perform initial level of care evaluations for both Fee For Service and Managed Care
Organization (MCO) customers. For the MCO customers, the person-centered (PCP) development and ongoing
monitoring is the responsibility of the MCO.

Illinois' mandatory managed care program, now called HealthChoice Illinois, began operating statewide effective
January 1, 2018 offering providers the opportunity to contract with MCOsin al Illinois counties; additional MCOs
will be available only to Cook County residents. The Integrated Care Program (ICP), Family Health
Plan/Affordable Care Act (ACA) Adults (FHP/ACA) and Managed Long Term Services and Supports (MLTSS)
MCO programs are now incorporated in HealthChoice Illinois. Customers enrolled in the Medicare Medicaid
Alignment Initiative (MMAI) are not impacted by HealthChoice Illinais.

For those waiver customers enrolled in aMCO, the MCOs will be responsible for care coordination, PCP
development and oversight, customer safeguards, prior authorization of waiver services, and quality assurance and
quality improvement activities.

O No. Contracted entities do not perform waiver operational and administrative functions on behalf of the
M edicaid agency and/or the operating agency (if applicable).

Appendix A: Waiver Administration and Operation

4. Role of Local/Regional Non-State Entities. Indicate whether local or regional non-state entities perform waiver
operational and administrative functions and, if so, specify the type of entity (Select One):

® Not applicable

O Applicable - Local/regional non-state agencies perform waiver operational and administrative functions.
Check each that applies:
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[] L ocal/Regional non-state public agencies perform waiver operational and administrative functions at the local
or regional level. Thereis an inter agency agreement or memorandum of under standing between the State
and these agencies that sets forth responsibilities and performance requirements for these agencies that is
available through the Medicaid agency.

Soecify the nature of these agencies and complete items A-5 and A-6:

[ L ocal/Regional non-gover nmental non-state entities conduct waiver operational and administrative functions
at the local or regiona level. Thereis acontract between the Medicaid agency and/or the operating agency
(when authorized by the Medicaid agency) and each local/regional non-state entity that sets forth the
responsihilities and performance requirements of the local/regiona entity. The contract(s) under which private
entities conduct waiver operational functions are available to CM'S upon request through the Medicaid agency or
the operating agency (if applicable).

Soecify the nature of these entities and complete items A-5 and A-6:

Appendix A: Waiver Administration and Operation

5. Responsibility for Assessment of Performance of Contracted and/or L ocal/Regional Non-State Entities. Specify the
state agency or agencies responsible for assessing the performance of contracted and/or local/regional non-state entitiesin
conducting waiver operational and administrative functions:

The Medicaid Agency (MA) isresponsible for assessing the performance of contracted entities in conducting waiver
operational and administrative functions.

The MA reviewstheinitial screening results forms completed by local Care Coordination Units (CCUs) staff for all new
Supportive Living Program waiver customers annually.

Inthe MA’ s contract with Managed Care Organizations (MCOs) that provide waiver services, an External Quality
Review Organization (EQRO) is responsible for MCO record reviews.

The MA has specified for each waiver performance measure the following: responsibility for data collection, frequency
of data collection/generation, sampling approach, responsible party for data aggregation and analysis, frequency of data
aggregation and analysis, data source and remediation. For each performance measure, the data source varies according to
the performance measure. For many of the measures, the sources are MCO reports and EQRO HCBS record reviews.

The data source for some measures include questions related to customer satisfaction with services. Datais collected by
the MA or the MCO either by evaluating 100% of records or through a representative sample of records, based on the
specific performance measure.

The MA contracts with an EQRO to monitor the MCOs compliance with waiver assurances. As part of the MA’s quality
oversight and monitoring of the waiver providers, the EQRO performs quarterly onsite audits of the customer’s PCPS
through record reviews. Per the MA’s contract with the EQRO, upon completion of record reviews, the EQRO provides
acustomer specific summary of findings by measure and a waiver specific summary report of findings and
recommendations as appropriate. The report includes a summary of non-compliance related to specific performance
measures; overall summary of record review findings; and recommendations for remediation of non-compliance. The
EQRO produces a quarterly report on PMs based on record reviews. The MA reviews the reports for outliers and poor
performing measures. The MA and EQRO work collaboratively to follow-up with the MCOs to ensure remediation
occurs, including developing corrective action plans, within the required time frames. MCO contracts include sanctions
for failure to meet requirements for submissions of quality and performance measures.
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Appendix A: Waiver Administration and Operation

6. Assessment M ethods and Frequency. Describe the methods that are used to assess the performance of contracted and/or
local/regional non-state entities to ensure that they perform assigned waiver operational and administrative functionsin
accordance with waiver requirements. Also specify how frequently the performance of contracted and/or local/regional
non-state entities is assessed:

The following describes the oversight of the Care Coordination Units (CCUs) and the Managed Care Organizations
(MCOs).

Oversight of CCUs:

The Medicaid agency (MA) reviewsthe initia level of care evaluation forms completed by CCUs for new Supportive
Living Program waiver customers annualy. MA staff audit the forms to verify they are complete and accurate. Copies
of incomplete or inaccurate initial level of care evaluations are provided to the CCU for remediation.

Oversight of MCOs:

The State's Quality Improvement System (QIS) has been modified to assure that the MCOs are complying with the
federal assurances and performance measures that fall under the functions delegated to them by the MA. The sources of
discovery vary, and the sampling methodology for discovery is based on either a 100% review or the use of a statistically
valid proportionate and representative sample. The type of sample used isindicated for each performance measure. The
MA's sampling methodol ogy is based on a statistically valid sampling methodology that pulls proportionate samples from
the enrolled MCOs. The proportionate sampling methodology uses a 95% confidence level and a +/-5% margin of error.

Oncethe MA selectsthe sample, it is provided to the MA's External Quality Review Organization (EQRO), the entity
responsible for monitoring the MCOs. The EQRO determines a review schedule based on the MCO sample sizes and
performs onsite reviews for those measures that require arecord review. The EQRO sends a report of findingsto the MA
and the MCOs. The MCOs are required to remediate findings within required timelines.

For the performance measures that do not require record reviews, the MCOs send routine reports to the MA. These
reports contain discovery and remediation activity. Data sources may include the Medicaid Management Information
System (MMIS), the MCOs' Information Systems, the MCOS critical incident reporting systems and other data sources
asindicated in the waiver.

The MA meets quarterly with the MCOs to assess compliance with the waiver assurances and to identify and analyze

trends based on scope and severity. Remediation activities are reviewed and systems improvements, if necessary, are
implemented.

Appendix A: Waiver Administration and Operation

7. Distribution of Waiver Operational and Administrative Functions. In the following table, specify the entity or entities
that have responsihility for conducting each of the waiver operational and administrative functions listed (check each that
applies):

In accordance with 42 CFR 8431.10, when the Medicaid agency does not directly conduct a function, it supervisesthe
performance of the function and establishes and/or approves policies that affect the function. All functions not performed
directly by the Medicaid agency must be delegated in writing and monitored by the Medicaid Agency. Note: More than
one box may be checked per item. Ensure that Medicaid is checked when the Single Sate Medicaid Agency (1) conducts
the function directly; (2) supervises the delegated function; and/or (3) establishes and/or approves policiesrelated to the

function.

Function Medicaid Agency|Contracted Entity
Participant waiver enrollment |:|
Waiver enrollment managed against approved limits []
Waiver expenditures managed against approved levels []
Level of careevaluation
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Function Medicaid Agency|Contracted Entity
Review of Participant service plans
Prior authorization of waiver services
Utilization management
Qualified provider enrollment
Execution of Medicaid provider agreements L]
Establishment of a statewide rate methodology L]
Rules, policies, procedures and infor mation development gover ning the waiver program []
Quality assurance and quality improvement activities

Appendix A: Waiver Administration and Operation

Quality Improvement: Administrative Authority of the Single State M edicaid
Agency

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methodsfor Discovery: Administrative Authority
The Medicaid Agency retains ultimate administrative authority and responsibility for the operation of the waiver
program by exercising oversight of the performance of waiver functions by other state and local/regional non-state
agencies (if appropriate) and contracted entities.

i. Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance, complete
the following. Performance measures for administrative authority should not duplicate measures found in other
appendices of the waiver application. As necessary and applicable, performance measures should focus on:
= Uniformity of development/execution of provider agreements throughout all geographic areas covered by
the waiver
= Equitable distribution of waiver openingsin all geographic areas covered by the waiver
= Compliance with HCB settings requirements and other new regulatory components (for waiver actions
submitted on or after March 17, 2014)

Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze

and assess progress toward the performance measure. In this section provide information on the method by which
each source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions
drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

Al: Number and percent of substantive waiver changes where Public Noticeand Tribal
notifications wer e completed in accor dance with CM S regulations. Numer ator: Number of
substantive waiver changeswhere Public Notice and Tribal notifications were completed in
accordance with CM S regulations. Denominator: Total number of substantive waiver
changes.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
L og of Substantive Changes
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Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data Sampling Approach(check
collection/gener ation(check | each that applies):
each that applies):

State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [] Monthly [] L essthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ other Annually [ Stratified
Specify: Describe Group:

[] Continuously and [] Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity Quarterly
[ Other
Specify:
Annually
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Responsible Party for data aggregation
and analysis (check each that applies):

Frequency of data aggregation and
analysis(check each that applies):

[] Continuously and Ongoing

[] Other
Specify:

Performance Measure:

A2: Number and per cent of Quality Management Committee (QM C) mtgs. between
program staff and M A wherethe waiver's quality performance data wasreviewed as

specified in thewaiver. N: Number of QM C mtgs. between program staff and MA where
the waiver's quality performance data was reviewed as specified in the waiver. D: Total

number of QM C mtgs.

Data Sour ce (Select one):
Other
If 'Other’ is selected, specify:

Medicaid Agency Meeting Log

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(check
each that applies):

Sampling Approach(check
each that applies):

State Medicaid LI weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ Other [ Annually [ Stratified
Specify: Describe Group:

Continuously and
Ongoing

] Other
Specify:

[ Other
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Specify:

Data Aggregation and Analysis:
Responsible Party for data aggregation Frequency of data aggregation and

and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [] Monthly
[ Sub-State Entity [] Quarterly
] Other
Specify:
[] Annually

Continuously and Ongoing

[ Other
Specify:

Performance Measure;

A3: Number and per cent of quarterly Quality Management Committee (QM C) mtgs.
between MCOs and MA wherethe MCOs quality performance data was reviewed as
specified in thewaiver. N: Number of quarterly QM C mtgs. between MCOsand MA where
the MCOs quality performance data was reviewed as specified in the waiver. D: Total
number of QM C mtgs. where M CO quality performance data was reviewed.

Data Sour ce (Select one):
Other

If 'Other" is selected, specify:
Medicaid Agency Meeting L og

Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/generation(check | each that applies):
each that applies): each that applies):

State Medicaid [T weekly 100% Review

Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
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Sample
Confidence
Interval =
[] Other [] Annually [] Stratified
Specify: Describe Group:

Continuously and [] Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
[ Annually
Continuously and Ongoing
[] Other
Specify:
Performance Measure:
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A4: Number and per cent of active waiver participants compared to the approved waiver
capacity. Numerator: Number of active waiver participants compared to the approved
waiver capacity. Denominator: Total number of CM S approved waiver slots by waiver

year.
Data Sour ce (Select one):
Other
If 'Other' is selected, specify:
MMIS
Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/gener ation(check | each that applies):
each that applies): each that applies):
State Medicaid L weekly 100% Review
Agency
[ Operating Agency [ Monthly [ L essthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
L other LI Annually L stratified
Specify: Describe Group:
[] Continuously and [] Other
Ongoing Specify:
Other
Specify:
Semi-Annually

Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [] Monthly
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Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
[] Sub-State Entity [] Quarterly
[ Other
Specify:
[] Annually
[ Continuously and Ongoing
Other
Specify:
Semi-Annually
Performance Measure:

A5: Number and per cent of waiver customersreceiving servicesthat statethey are ableto
participate in meaningful activitiesthat help meet their goals/needs. Numerator: Number of

waiver customersreceiving waiver servicesthat statethey are ableto participatein
meaningful activitiesthat help meet their goals/needs. D: Total number of customers

reviewed.

Data Sour ce (Select one):

On-site observations, interviews, monitoring

If 'Other' is selected, specify:

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(check
each that applies):

Sampling Approach(check
each that applies):

State Medicaid [ weekly [ 100% Review
Agency
[] Operating Agency [] Monthly L essthan 100%
Review
[] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =
95% confidence
level with +/-5%
margin of error
] Other Annually ] Stratified
Specify: Describe Group:

[] Continuously and

[ Other
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Ongoing Specify:

[ Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data aggregation Frequency of data aggregation and

and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

[] Continuously and Ongoing

[ Other
Specify:

Performance M easure:

A6: Number and per cent of waiver customerswho state they feel supported in making
decisionsto remain independent to the greatest extent possible. Numerator: Number of
waiver customerswho state they feel supported in making decisionsto remain independent
to the greatest extent possible. Denominator: Total number of customersreviewed.

Data Sour ce (Select one):
On-site observations, interviews, monitoring
If 'Other' is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/generation(check | each that applies):
each that applies): each that applies):
State Medicaid [T weekly [ 100% Review
Agency
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[] Operating Agency

[ Monthly

L essthan 100%
Review

[ Sub-State Entity

[ Quarterly

Representative
Sample
Confidence
Interval =

95% confidence
level with +/-5%
margin of error

[ Other
Specify:

Annually

[ stratified
Describe Group:

[] Continuously and [] Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis (check each that applies):

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing

[] Other
Specify:
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Responsible Party for data aggregation | Frequency of data aggr egation and
and analysis (check each that applies): analysis(check each that applies):

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

The Medicaid Agency (MA) will conduct routine programmatic and fiscal monitoring for both the Supportive
Living Program (SLP) waiver and the MCOs.

The SLP waiver staff submits proposed policy changes to the MA for review and approval and the MA reviews
and approves these changes.

The MA and SLP waiver staff meet on a quarterly basisto review program administration and to evaluate the
system performance. The quarterly meeting provides opportunities to discuss trends, issues, and remediation
activities.

The MA isresponsible for following up on all overdue PCPs until remediation is complete.

For those functions del egated to the SLP waiver staff and the MCOs, the MA is responsible for oversight and
monitoring to assure compliance with federal assurances and performance measures. The MA monitors both
compliance levels and timeliness of remediation by the SLP waiver staff and MCOs.

For those functions delegated to the MCO, the MA is responsible for discovery. MCOs are required to submit
quarterly reports, using the format required by the MA, on specific Performance Measures (PMs), which are
specified in the MA's contracts that provide waiver services. Contract details regarding MCO performance
measures include numerators, denominators, sampling approaches, data sources, etc. MCOs submit the reports on
aquarterly basisto a SharePoint site at the MA. MA staff review reportsto ensure al required information is
included in the report, as well asto identify any performance issues requiring follow up with a particular MCO.

Through its contract with the External Quality Review Organization (EQRO), the MA monitors both compliance
of PMs and timeliness of remediation for those waiver customers enrolled in an MCO through customer
satisfaction data and quarterly record reviews.

The MA’s sampling methodology for the EQRO quarterly record reviews has been finalized. The EQRO isthe
entity responsible for monitoring MCOs. The MA’s EQRO, will first determine the appropriate sample size for
conducting sample by MCO and by Waiver, with proportional random samples based on an individual MCO'’s
waiver program distribution. Final sample size will be adjusted based on the actual MCO €ligible population;
MCO sample sizes will ensure a 95 percent confidence level +/-5 percent margin of error. The MA will select
samples by MCO and by OA fee-for-service popul ation.

b. Methodsfor Remediation/Fixing I ndividual Problems
i. Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.
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A1: The Supportive Living Program (SLP) waiver staff submits outstanding substantive changes to the Medicaid
Agency (MA) for approval. If remediation is not within 30 days, the SLP waiver staff reviews procedures and
submits a plan of correction to MA. The MA follows-up to completion.

A2: The MA will require completion of overdue reports. The SLP waiver staff will submit a plan of correction
within 30 days.

A3: The MA will require completion of overdue reports. The MCO will submit a plan of correction within 30
days.

A4: The SLP waiver staff and MA monitor to ensure slots remain below capacity. If slots are getting close or
going over capacity, the MA will request awaiver amendment to increase capacity.

A5: The SLP waiver staff will inform the provider of interview responses. The SLP waiver staff will continue to
follow-up with customer to determine satisfaction. If no change, SLP waiver staff will follow-up with the provider
until resolution. Initial follow-up will occur within 30 days of the finding.

A6: The SLP waiver staff will inform the provider of interview responses. The SLP waiver staff will continue to
follow-up with customer to determine satisfaction. If no change, SLP waiver staff will follow-up with the provider
until resolution. Initial follow-up will occur within 30 days of the finding.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity Quarterly
[] Other
Specify:
Annually

[ Continuously and Ongoing

[] Other
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Administrative Authority that are currently non-
operational.

©No

O vYes
Please provide a detailed strategy for assuring Administrative Authority, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.
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Appendix B: Participant Accessand Eligibility
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B-1: Specification of the Waiver Target Group(s)

a. Target Group(s). Under the waiver of Section 1902(a)(10)(B) of the Act, the state limits waiver services to one or more
groups or subgroups of individuals. Please see the instruction manual for specifics regarding age limits. In accordance
with 42 CFR 8441.301(b)(6), select one or more waiver target groups, check each of the subgroups in the selected target
group(s) that may receive services under the waiver, and specify the minimum and maximum (if any) age of individuals
served in each subgroup:

Target Group

Included

Target SubGroup

Minimum Age

Maximum Age

Maximum Age |NoMaximum Age|
Limit Limit

Aged or Disabled, or Both - General

Aged 65
Disabled (Physical)
L] Disabled (Other)

[l Aged or Disabled, or Both - Specific Recognized Subgroups

|:| Brain Injury D

] HIV/AIDS []

[] Medically Fragile ]

] T echnology Dependent []
[ Intellectual Disability or Developmental Disability, or Both

|:| IAutism D

] Developmental Disability ]

] Intellectual Disability ]
[] Mental IlIness

[] Mental Iliness []

L] Serious Emotional Disturbance H H

b. Additional Criteria. The state further specifiesits target group(s) as follows:

O s~ wDN PP

BeaU.S. citizen or legal alien.

Be aresident of the State of lllinais.

Be age 65 or over, or 22-64 with a physical disability.
Be Medicaid eligible.
Be at risk of nursing facility placement as measured by the Determination of Need (DON) assessment.

Ability to be maintained safely in the Supportive Living Program (SLP) provider setting with the required waiver

services in the person-centered plan.

The SLP does not exclude specific diagnoses, as long as the eligibility requirements are met and the person is appropriate
for placement with the SLP provider. The State will use Preadmission Screening and Resident Review (PASRR)
reviewers to assess for persistent risks and needs to inform whether the person is appropriate for placement with the SLP

provider.

c¢. Transition of Individuals Affected by Maximum Age Limitation. When there is a maximum age limit that applies to
individuals who may be served in the waiver, describe the transition planning procedures that are undertaken on behalf of
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participants affected by the age limit (select one):

O Not applicable. Thereisno maximum age limit

® Thefollowing transition planning procedures are employed for participants who will reach the waiver's
maximum age limit.

Foecify:

Customers with physical disabilities ages 22-64 experience will continue to be enrolled in the waiver when they turn

65. Available services are the same for all waiver customers and are based on required assessments, not on age.
There is no maximum age limit for the waiver.

Appendix B: Participant Access and Eligibility
B-2: Individual Cost Limit (1 of 2)

a. Individual Cost Limit. The following individual cost limit applies when determining whether to deny home and
community-based services or entrance to the waiver to an otherwise eligible individual (select one). Please note that a state
may have only ONE individual cost limit for the purposes of determining eligibility for the waiver:

® No Cost Limit. The state does not apply an individual cost limit. Do not complete Item B-2-b or item B-2-c.

O Cost Limit in Excess of Ingtitutional Costs. The state refuses entrance to the waiver to any otherwise eligible
individual when the state reasonably expects that the cost of the home and community-based services furnished to

that individual would exceed the cost of alevel of care specified for the waiver up to an amount specified by the state.
Complete Items B-2-b and B-2-c.

Thelimit specified by the stateis (select one)

O Aleve higher than 100% of the institutional average.

Specify the percentage:lzl

O Other

Soecify:

O |nstitutional Cost Limit. Pursuant to 42 CFR 441.301(a)(3), the state refuses entrance to the waiver to any otherwise
eigible individual when the state reasonably expects that the cost of the home and community-based services
furnished to that individual would exceed 100% of the cost of the level of care specified for the waiver. Complete
Items B-2-b and B-2-c.

O Cost Limit Lower Than Ingtitutional Costs. The state refuses entrance to the waiver to any otherwise qualified
individual when the state reasonably expects that the cost of home and community-based services furnished to that

individual would exceed the following amount specified by the state that is less than the cost of alevel of care
specified for the waiver.

Soecify the basis of the limit, including evidence that the limit is sufficient to assure the health and welfare of waiver
participants. Complete Items B-2-b and B-2-c.

Thecost limit specified by the state is (select one):
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©) Thefollowing dollar amount:

Specify dollar amount:lzl

Thedollar amount (select one)

O Isadjusted each year that the waiver isin effect by applying the following formula:

Specify the formula:

O May be adjusted during the period the waiver isin effect. The state will submit a waiver
amendment to CM Sto adjust the dollar amount.

o Thefollowing percentage that islessthan 100% of the institutional average:

Specify percent:lzl

O Other:

Soecify:

Appendix B: Participant Accessand Eligibility
B-2: Individual Cost Limit (2 of 2)

Answers provided in Appendix B-2-a indicate that you do not need to complete this section.

b. Method of Implementation of the Individual Cost Limit. When an individual cost limit is specified in Item B-2-a,
specify the procedures that are followed to determine in advance of waiver entrance that the individual's health and welfare
can be assured within the cost limit:

c. Participant Safeguards. When the state specifies an individual cost limit in Iltem B-2-aand thereis a change in the
participant's condition or circumstances post-entrance to the waiver that requires the provision of services in an amount
that exceeds the cost limit in order to assure the participant's health and welfare, the state has established the following
safeguards to avoid an adverse impact on the participant (check each that applies):

[] The participant isreferred to another waiver that can accommodate the individual's needs.

[ Additional servicesin excess of the individual cost limit may be authorized.

Specify the procedures for authorizing additional services, including the amount that may be authorized:

[] Other safeguard(s)
Specify:
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Appendix B: Participant Accessand Eligibility
B-3: Number of Individuals Served (1 of 4)

a. Unduplicated Number of Participants. The following table specifies the maximum number of unduplicated participants
who are served in each year that the waiver isin effect. The state will submit awaiver amendment to CMSto modify the
number of participants specified for any year(s), including when a modification is hecessary dueto legislative
appropriation or another reason. The number of unduplicated participants specified in thistableis basis for the cost-
neutrality calculationsin Appendix J:

Table: B-3-a
Waiver Year Unduplicated Number of Participants
Vear 1 14099
Year 2 15246
Year 3 15705
Vear 4 16245
Year 5 17168

b. Limitation on the Number of Participants Served at Any Point in Time. Consistent with the unduplicated number of
participants specified in Item B-3-a, the state may limit to alesser number the number of participants who will be served at
any point in time during awaiver year. |ndicate whether the state limits the number of participantsin thisway: (select one)

® The gtate does not limit the number of participantsthat it servesat any point in time during a waiver
year.

O The gtate limits the number of participantsthat it servesat any point in time during a waiver year.

The limit that appliesto each year of the waiver period is specified in the following table:

Table: B-3-b
Waiver Year Maximum Number of Participants Served
At Any Point During the Year
Year 1
Year 2
Year 3
Year 4
Year 5

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (2 of 4)

¢. Reserved Waiver Capacity. The state may reserve a portion of the participant capacity of the waiver for specified
purposes (e.g., provide for the community transition of institutionalized persons or furnish waiver services to individuals
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experiencing acrisis) subject to CMS review and approval. The State (select one):
® Not applicable. The state does not reserve capacity.

O Thesatereserves capacity for the following purpose(s).

Appendix B: Participant Accessand Eligibility
B-3: Number of Individuals Served (3 of 4)

d. Scheduled Phase-In or Phase-Out. Within awaiver year, the state may make the number of participants who are served
subject to a phase-in or phase-out schedule (select one):

O Thewaiver isnot subject to a phase-in or a phase-out schedule.

® Thewaiver issubject to a phase-in or phase-out schedulethat isincluded in Attachment #1 to Appendix
B-3. Thisschedule constitutes an intra-year limitation on the number of participantswho are served in
the waiver.

e. Allocation of Waiver Capacity.

Sdlect one:

® Waiver capacity is allocated/managed on a statewide basis.
O waiver capacity is allocated to local/regional non-state entities.
Specify: (a) the entities to which waiver capacity is alocated; (b) the methodology that is used to allocate capacity

and how often the methodology is reevaluated; and, (c) policies for the reallocation of unused capacity among
local/regional non-state entities:

f. Selection of Entrantsto the Waiver. Specify the policies that apply to the selection of individuals for entrance to the
waiver:
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There are no specific policies related to prioritization of waiver services or assessments. Customers that meet eligibility
requirements are enrolled in the waiver upon completion of the waiver assessments. Thereis not awaiting list for
services.

Customers in the Supportive Living Program (SLP) must be age 65 year or older, or ages 22-64 and have aphysical
disability, as determined by the Social Security Administration. The SLP also offers a dementia program at specifically
certified providers. Any person who meets all other program requirements and displays/exhibits symptoms related to
internal pathological changes in the brain that affect intellectual and social abilities severally enough to interfere with
daily functioning which makes it unsafe for them to reside by themselves may be assessed for the SLP dementia program.
Just like other SLP customers, dementia program customers do not require 24 hours skilled nursing care.

All potential customers must be checked against two state and one national sex offender registration websites and have a
tuberculin test in accordance with the Illinois Control of Tuberculosis Code and be free of active tuberculosis. If a
potential customer is determined to have active tuberculosis at the time of application and did not have documentation
from their physician that they were no longer contagious, they would not be admitted to the SLP provider community.
SLP provider buildings are not able to manage active tuberculosis in a contagious individual, such as having airborne
isolation rooms. In the event the individual had been in the building or interacted with SLP provider staff, the SLP
provider would contact the local health department to make sure they were aware of the diagnosis and to receive further
instruction. Potential customers denied entrance onto the waiver would be referred to their physician and/or local health
department to determine the type of TB test to be administered, skin or blood. Once the potential customer tests negative
or has documentation from their physician or local health department that they were no longer contagious, they would be
admitted to the SLP provider community.

Customers participating in the SLP cannot receive services from any other Home and Community Based Services waiver.

For customers who are enrolled in a Managed Care Organization (MCO), the State-established policies governing the
selection of customers for entrance to the waiver remain the same asfor all customers. Initial waiver eigibility isto be
conducted by State contracted Care Coordination Units (CCUs) and Department of Human Services (DHS), Division of
Rehabilitated Services staff. The CCUs and DHS staff use the same objective criteriafor al customers. Selection of
entrants does not violate the requirement that otherwise eligible customers have comparable access to all services offered
in the waiver.

Customers must have the resources to pay for the cost of room and board and to receive a personal allowance, both of
which are established by the Medicaid Agency.

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served - Attachment #1 (4 of 4)

Waiver Phase-1n/Phase-Out Schedule
Based on Waiver Proposed Effective Date: 10/01/22

a. Thewaiver isbeing (select one):

® phased-in

O Phased-out
b. Phase-1n/Phase-Out Time Schedule. Compl ete the following table:

Beginning (base) number of Participants: |[8700

Phase-1n/Phase-Out Schedule

Waiver Year 1 Waiver Year 2
Unduplicated Number of Participants: 14099 Unduplicated Number of Participants: 15246
Base Number of Participant Base Number of Participant
Month Participants Change Limit Month Participants Change Limit
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Phase-1n/Phase-Out Schedule

Page 38 of 191

o] T | o || ] | e |
Nov 8792 18 8810 Nov 10032 10053
Dec 8810 8829 Dec 10053 10074
Jan 8829 8848 Jan 10074 170 10244
Feb 8848 18 8866 Feb 10244 10266
Mar 8866 18 8884 Mar 10266 10288
Apr 8884 8903 Apr 10288 10310
May 8903 18 8921 May 10310 10331
Jun 8921 18 8039 Jun 10331 10352
Jul 8939 8058 ul 10352 10373
Aug 8958 8977 Aug 10373 136 10509
Sep 8977 1034 10011 Sep 10509 10531

Waiver Year3 — Unduplicated\lil\{f:ur'l\k/Jeerr ;iirrtiipantsz 16245

Month Bz:\js;lt\lizir;sne:sof Change ParLt :::Tlftam Month BTDS; lt\lI zil:)’n;)nezsof Change F’arLt:;:Ti1 |i3tant
Nov 10553 10575 Nov 10818 10840
Dec 10575 10507 e 10840 10863
Jan 10597 10619 Jan 10863 130 10993
Feb 10619 10641 Feb 10093 11016
Mar 10641 10663 Mar 11016 11039
Apr 10663 10685 Apr 1103 11062
May 10685 10708 vay 11062 11085
Jun 10708 10730 o 11085 11108

Jul 10730 10752 Tl 11108 1111
Aug 10752 10774 Aug 11131 11154
Sep 10774 10796 o 11154 1178
Waiver Year 5
Unduplicated Number of Participants: 17168

Montf et Change e
oct 11178 11202
Nov 11202 11225
Dec 11225 11356
Jan 11356 108 11464
Feb 11464 11488
Mar 11488 11622
Apr 11622 11646
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Phase-1n/Phase-Out Schedule

] T | e |
May 11646 11758
Jun 11758 11783
Jul 11783 11807
Aug 11807 11832
-

c. Waiver Years Subject to Phase-In/Phase-Out Schedule

Year One| Year Two| Year Three| Year Four | Year Five

d. Phase-In/Phase-Out Time Period
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Month Waiver Year
Waiver Year: First Calendar Month Oct
Phase-in/Phase-out begins Oct 1
Phase-in/Phase-out ends Sep 5

Appendix B: Participant Access and Eligibility

B-4: Eligibility Groups Served in the Waiver

a. 1. State Classification. The stateis a (select one):
O 51634 State
O ssl Criteria State
® 209(b) State

2. Miller Trust State.
Indicate whether the state isa Miller Trust State (select one):

©No
OYes

b. Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this waiver are eligible under
the following eligibility groups contained in the state plan. The state applies all applicable federal financial participation

limits under the plan. Check all that apply:

Eligibility Groups Served in the Waiver (excluding the special home and community-based waiver group under 42 CFR

§435.217)

[ L ow income families with children asprovided in 81931 of the Act
[] SSI recipients

Aged, blind or disabled in 209(b) stateswho are éligible under 42 CFR 8§435.121

[ Optional state supplement recipients

[ Optional categorically needy aged and/or disabled individuals who haveincome at:

Select one:

O 100% of the Federal poverty level (FPL)
O o of FPL, which islower than 100% of FPL.
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Specify percentage:lzl

[ Working individuals with disabilitieswho buy into Medicaid (BBA working disabled group as provided in
§1902(a)(10)(A)(ii)(XI11)) of the Act)

Working individuals with disabilitieswho buy into Medicaid (TWW!II1A Basic Coverage Group asprovided in
§1902(a)(10)(A)(ii)(XV) of the Act)

[ Working individuals with disabilitieswho buy into Medicaid (TWW!IIA Medical Improvement Coverage
Group as provided in §1902(a)(10)(A)(ii)(XVI) of the Act)

[] Disabled individuals age 18 or younger who would require an institutional level of care (TEFRA 134 dligibility
group as provided in 81902(¢e)(3) of the Act)

M edically needy in 209(b) States (42 CFR §435.330)
[] Medically needy in 1634 Statesand SSI Criteria States (42 CFR 8435.320, §435.322 and §435.324)
Other specified groups (include only statutory/regulatory referenceto reflect the additional groupsin the state

plan that may receive services under thiswaiver)

Soecify:

Public Law 111-148 Patient Protection and Affordable Care Act:

1) Adults age 19 and above without dependent children and with income at or below 138% of the Federal Poverty
Level (Adult Affordable Care Act Population) as provided in Section 1902(a)(10)(A)(i)(V1I1)of the Social Security
Act (the Act)and Section 42 CFR 435.119 of the federal regulations.

2) Former Foster Care group defined as: young adults who on their 18th birthday were in the foster care system and
are applying for Medical benefits and are eligible for services regardless of income and assets pertaining to Title 1V-
E children under Section 1902(a)(10)(A)(i)(1X)of the Act and Section 42 CFR 435.150 of the federal regulations.

Special home and community-based waiver group under 42 CFR 8435.217) Note: When the special home and
community-based waiver group under 42 CFR §435.217 is included, Appendix B-5 must be completed

O No. The state does not furnish waiver servicesto individualsin the special home and community-based waiver
group under 42 CFR 8435.217. Appendix B-5 is not submitted.

® vYes The state furnisheswaiver servicesto individualsin the special home and community-based waiver group
under 42 CFR 8435.217.

Select one and complete Appendix B-5.

O Allindividualsin the special home and community-based waiver group under 42 CFR 8435.217

® Only thefollowing groups of individualsin the special home and community-based waiver group under 42
CFR §435.217

Check each that applies:
HPN special income level equal to:
Select one:

O 300% of the SSI Federal Benefit Rate (FBR)
Oa per centage of FBR, which islower than 300% (42 CFR 8§435.236)

Specify percentage: I:I

O A dollar amount which islower than 300%.

Specify dollar amount: I:l
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Aged, blind and disabled individuals who meet requirementsthat are morerestrictive than the SS|
program (42 CFR §435.121)

[ Medically needy without spend down in states which also provide M edicaid to recipients of SSI (42
CFR 8435.320, §8435.322 and §435.324)

Medically needy without spend down in 209(b) States (42 CFR 8435.330)
[ Aged and disabled individuals who have income at:

Select one:

O 100% of FPL
O o of FPL, which islower than 100%.

Specify percentage amount:IZl

[] Other specified groups (include only statutory/regulatory referenceto reflect the additional groupsin
the state plan that may receive services under thiswaiver)

Specify:

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (1 of 7)

In accordance with 42 CFR §441.303(e), Appendix B-5 must be completed when the state fur nishes waiver servicesto individuals
in the special home and community-based waiver group under 42 CFR 8§435.217, asindicated in Appendix B-4. Post-eligibility
applies only to the 42 CFR §435.217 group.

a. Use of Spousal Impoverishment Rules. Indicate whether spousal impoverishment rules are used to determine eligibility
for the special home and community-based waiver group under 42 CFR 8435.217:

Note: For the period beginning January 1, 2014 and extending through September 30, 2019 (or other date as required by
law), the following instructions are mandatory. The following box should be checked for all waivers that furnish waiver
services to the 42 CFR 8435.217 group effective at any point during this time period.

Spousal impoverishment rulesunder 81924 of the Act are used to determine the digibility of individualswith a
community spouse for the special home and community-based waiver group. In the case of a participant with a
community spouse, the state uses spousal post-eligibility rulesunder §1924 of the Act.

Complete Items B-5-e (if the selection for B-4-a-i is SS9 State or §1634) or B-5-f (if the selection for B-4-a-i is 209b
Sate) and Item B-5-g unless the state indicates that it also uses spousal post-eligibility rules for the time periods
before January 1, 2014 or after September 30, 2019 (or other date as required by law).
Note: The following selections apply for the time periods before January 1, 2014 or after September 30, 2019 (or other
date as required by law) (select one).

O Spousal impoverishment rulesunder §1924 of the Act are used to deter mine the digibility of individualswith a
community spouse for the special home and community-based waiver group.

In the case of a participant with a community spouse, the state electsto (select one):

® yse spousal post-igibility rulesunder 81924 of the Act.
(Complete Item B-5-c (209b Sate) and Item B-5-d)

©) Useregular post-eligibility rulesunder 42 CFR §435.726 (SSI State) or under 8435.735 (209b State)
(Complete Item B-5-c (209b Sate). Do not complete Item B-5-d)

o Spousal impoverishment rulesunder §1924 of the Act are not used to deter mine eligibility of individuals with a
community spouse for the special home and community-based waiver group. The state usesregular post-
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eligibility rulesfor individualswith a community spouse.
(Complete Item B-5-c (209b Sate). Do not complete Item B-5-d)

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of Income (2 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.

b. Regular Post-Eligibility Treatment of Income: SS| State.

Answers provided in Appendix B-4 indicate that you do not need to complete this section and ther efor e this section
isnot visible.

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of Income (3 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.

c. Regular Post-Eligibility Treatment of Income: 209(B) State.

The state uses more restrictive eligibility requirements than SSI and uses the post-eligibility rules at 42 CFR 435.735 for
individuals who do not have a spouse or have a spouse who is not acommunity spouse as specified in 81924 of the Act.
Payment for home and community-based waiver servicesis reduced by the amount remaining after deducting the
following amounts and expenses from the waiver participant's income:

i. Allowance for the needs of the waiver participant (select one):

® Thefollowing standard included under the state plan

(select one):

O Thefollowing standard under 42 CFR §435.121

Soecify:

©) Optional state supplement standard
o M edically needy income standar d
©) The special incomelevel for institutionalized per sons

(select one):

O 300% of the SSI Federal Benefit Rate (FBR)
Oa per centage of the FBR, which isless than 300%

Specify percentage:lZl

O A dollar amount which is lessthan 300%.

Specify dollar amount:|:|

Oa per centage of the Federal poverty level

Specify percentage:IZI

® Other standard included under the state Plan
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Specify:

The maintenance allowance for waiver customers equals the maximum income a customer can have and
be eligible under 435.217 group.

o Thefollowing dollar amount

Specify dollar amount:|:| If this amount changes, thisitem will be revised.
o Thefollowing formulais used to deter mine the needs allowance:

Foecify:

O Other

Foecify:

ii. Allowance for the spouse only (select one):

® Not Applicable
O Thesate provides an allowance for a spouse who does not meet the definition of a community spousein

81924 of the Act. Describe the cir cumstances under which thisallowanceis provided:

Specify:

Specify the amount of the allowance (select one):

O Thefollowing standard under 42 CFR §435.121
Soecify:

O Optional state supplement standard
o M edically needy income standar d
©) Thefollowing dollar amount:

Specify dollar amount:IZI If this amount changes, thisitem will be revised.
O The amount is determined using the following formula:

Specify:
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iii. Allowance for the family (select one):

® Not Applicable (seeinstructions)
O AFDC need standard

O Medically needy income standard
o Thefollowing dollar amount:

Specify dollar amount:|:| The amount specified cannot exceed the higher of the need standard for a

family of the same size used to determine eligibility under the State's approved AFDC plan or the medically
needy income standard established under 42 CFR 8435.811 for afamily of the same size. If this amount
changes, thisitem will be revised.

O Theamount isdetermined us ng the following formula:

Soecify:

O other
Foecify:

iv. Amountsfor incurred medical or remedial care expenses not subject to payment by athird party, specified
in 42 8CFR 435.726:

a. Health insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedial care expenses recognized under state law but not covered under the state's
Medicaid plan, subject to reasonable limits that the state may establish on the amounts of these expenses.

Select one:

® Not Applicable (seeinstructions)Note: If the state protects the maximum amount for the waiver participant,
not applicable must be selected.

O The state does not establish reasonable limits,
O The state establishesthe following reasonable limits

Specify:

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of Income (4 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.
d. Post-Eligibility Treatment of Income Using Spousal | mpoverishment Rules

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with acommunity spouse toward the cost of home and community-based care if it determines
the individual's eligibility under 81924 of the Act. There is deducted from the participant's monthly income a personal
needs allowance (as specified below), a community spouse's allowance and a family allowance as specified in the state
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Medicaid Plan. The state must a so protect amounts for incurred expenses for medical or remedial care (as specified
below).

i. Allowance for the personal needs of the waiver participant

(select one):

O ssl standard

O Optional state supplement standard

o M edically needy income standard

O The special income level for institutionalized persons
Oa per centage of the Federal poverty level

Specify percentage::I

O Thefollowing dollar amount:

Specify dollar amount::| If this amount changes, this item will be revised

O Thefollowing formulaisused to deter mine the needs allowance:

Foecify formula:

® Other

Specify:

The maintenance allowance for the waiver customers equal's the maximum income a customer can have and
be eligible under 435.217 group.

ii. If the allowance for the per sonal needs of a waiver participant with a community spouseis different from
the amount used for the individual's maintenance allowance under 42 CFR 8435.726 or 42 CFR §435.735,
explain why thisamount isreasonable to meet theindividual's maintenance needsin the community.

Select one:

@ Allowanceisthe same
O Allowanceisdifferent.

Explanation of difference:

iii. Amountsfor incurred medical or remedial care expenses not subject to payment by athird party, specified
in 42 CFR 8§435.726:

a. Health insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedial care expenses recognized under state law but not covered under the state's
Medicaid plan, subject to reasonable limits that the state may establish on the amounts of these expenses.

Select one:
O Not Applicable (seeinstructions)Note: If the state protects the maximum amount for the waiver participant,
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not applicable must be selected.
® The state does not establish reasonable limits,
O The state uses the same reasonable limits as ar e used for regular (non-spousal) post-eligibility.

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of Income (5 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

e. Regular Post-Eligibility Treatment of Income: SSI State or §1634 State - 2014 through 2018.

Answers provided in Appendix B-4 indicate that you do not need to complete this section and ther efor e this section
isnot visible,

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of | ncome (6 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

f. Regular Post-Eligibility Treatment of Income: 209(B) State - 2014 through 2018.

Answers provided in Appendix B-5-a indicate the selectionsin B-5-c also apply to B-5-f.

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of Income (7 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.
g. Post-Eligibility Treatment of Income Using Spousal | mpoverishment Rules - 2014 through 2018.

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with a community spouse toward the cost of home and community-based care. Thereis
deducted from the participant's monthly income a personal needs allowance (as specified below), a community spouse's
allowance and afamily alowance as specified in the state Medicaid Plan. The state must also protect amounts for incurred
expenses for medical or remedia care (as specified below).

Answers provided in Appendix B-5-a indicate the selectionsin B-5-d also apply to B-5-g.

Appendix B: Participant Accessand Eligibility
B-6: Evaluation/Reevaluation of Level of Care

As specified in 42 CFR 8441.302(c), the state provides for an evaluation (and periodic reevaluations) of the need for the level(s)
of care specified for this waiver, when there is a reasonable indication that an individual may need such services in the near
future (one month or less), but for the availability of home and community-based waiver services.

a. Reasonable I ndication of Need for Services. In order for an individual to be determined to need waiver services, an
individual must require: (a) the provision of at least one waiver service, as documented in the service plan, and (b) the
provision of waiver services at least monthly or, if the need for services is less than monthly, the participant requires
regular monthly monitoring which must be documented in the service plan. Specify the state's policies concerning the
reasonable indication of the need for services:

i. Minimum number of services.

The minimum number of waiver services (one or more) that an individual must require in order to be determined to

need waiver services is:

ii. Frequency of services. The state requires (select one):
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® The provision of waiver services at least monthly
o Monthly monitoring of the individual when services are furnished on alessthan monthly basis

If the state also requires a minimum frequency for the provision of waiver services other than monthly (e.g.,
quarterly), specify the frequency:

b. Responsibility for Performing Evaluations and Reevaluations. Level of care evaluations and reevaluations are
performed (select one):
o Directly by the M edicaid agency
O By the operating agency specified in Appendix A
o By a gover nment agency under contract with the Medicaid agency.

Soecify the entity:

® Other
Soecify:

The Medicaid Agency (MA) has agreements with the Department on Aging and the Department of Human Services,
Division of Rehabilitation Servicesto perform initial level of care determinations for potential waiver customers.
The MA conducts reevaluations annually.
¢. Qualifications of Individuals Performing I nitial Evaluation: Per 42 CFR 8441.303(c)(1), specify the
educational/professional qualifications of individuals who perform the initial evaluation of level of care for waiver
applicants:

Asstated in [ll. Adm. Code 220.605, CCUs who perform initial level of care evaluations for potential waiver customers
must be:

Minimum qualifications for Care Coordination Unit staff:

I.Bean R.N. or have aB.S.N, or have aB.A./B.S. degree in social science, social work or related field. One year of
program experience, which is defined as assessment, provision, and/or authorization of formal services for the elderly,
may replace one year of college education up to and including four years of experience replacing a baccal aureate Degree,
OR

2. Be an LPN with one year of program experience which is defined as assessment of and provision of formal services for
the elderly and/or authorizing service provision, OR

3. Bewaived for persons hired/serving in this capacity prior to December 31, 1991. Provision of awaiver for care
coordinators hired prior to December 31, 1991 was based on their years of experience. These care coordinators must
maintain certification for a case manager and must follow in-service requirements.

Minimum Qualification for the Department of Human Services, Division of Rehabilitation Services staff:
Requires a Master's degree with major course work in rehabilitation, counseling, guidance psychology, or a closely
related field.
d. Level of CareCriteria. Fully specify the level of care criteriathat are used to evaluate and reevaluate whether an
individual needs services through the waiver and that serve asthe basis of the state's level of care instrument/tool. Specify
the level of care instrument/tool that is employed. State laws, regulations, and policies concerning level of care criteriaand
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the level of care instrument/tool are availableto CM S upon request through the Medicaid agency or the operating agency
(if applicable), including the instrument/tool utilized.

The entry point into the waiver, or initial Level of Care determination, is through the Universal Screening process which
became law on July 1, 1996 (Public Act 89-499). This law requires al customers seeking admission to a nursing facility
on or after July 1, 1996 to be screened to determine the need for nursing facility placement prior to being admitted. This
screening is required regardless of income, assets or payment source. The standardized screening tool used for assessment
isthe Determination of Need (DON). Those customers identified through the screening process as needing nursing
facility level of care are afforded the opportunity to select a Supportive Living Program provider, aslong as their needs
can be met in that setting.

The necessity for long term care is based on the determined need for a continuum of home and community-based services
that ultimately prevent inappropriate or premature placement in anursing facility. The extent and degree of a customer’s
need for long term care is determined based on consideration of pertinent medical, social and psychological factors as
measured by application of the DON.

In order to be eligible for waiver services, the customer must be evaluated with the DON assessment and meet the
minimum Level of Care. This assessment includes aMini-Mental State Exam (MM SE) and a functional level of needs
and unmet needs section. The functional status section assesses both activities of daily living (ADL) and instrumental
activities of daily living (IADL). The activitiesinclude the following: eating, bathing, grooming, dressing, transferring,
incontinence, managing money, telephoning, preparing meals, laundry, housework, outside of home, routine health,
special health, and being alone. Each areais scored 0-3 for level of need, and 0-3 depending on the level of natural
supports available to meet the need. The score of 0 isnho need increasing up to total dependence with ascoreof 3. The
MM SE measures cognitive functioning of the customers. Care Coordination Unit and Department of Human Services,
Division of Rehabilitation Services staff receive training and guidelines for scoring each area consistently. The DON is
the same criteria used to assess for nursing facility eligibility. The final scoreis calculated by adding the results of the
MMSE, the level of impairment and the unmet need.

The comprehensive assessment is completed by the Supportive Living Program (SLP) provider's registered nurse near the
time of the waiver customer's admission and annually thereafter. It must also be updated as needed to reflect any changes
in condition. The Determination of Eligibility reevaluations are performed annually by the MA through examination of
the customer's comprehensive assessment. The annual Level of Care Determination (LOCD) tool captures scores from
specific sections of the comprehensive assessment, including: cognition, decision making, transferring, dressing, eating,
toileting, personal hygiene, bathing, medication management, managing money, preparing meal s/snacks, housekeeping
and laundry. Assessments of these areas reflect services provided in the SLP waiver and used during initial level of care
evaluation, which makes them relevant for reeval uation.

e. Level of CareInstrument(s). Per 42 CFR 8441.303(c)(2), indicate whether the instrument/tool used to evaluate level of
care for the waiver differs from the instrument/tool used to evaluate institutional level of care (select one):

® The sameinstrument is used in determining thelevel of carefor the waiver and for institutional care under the
state Plan.

O A different instrument is used to determine the level of care for the waiver than for institutional care under the
state plan.

Describe how and why thisinstrument differs from the form used to evaluate institutional level of care and explain
how the outcome of the determination isreliable, valid, and fully comparable.

f. Processfor Level of Care Evaluation/Reevaluation: Per 42 CFR 8441.303(c)(1), describe the process for evaluating
waiver applicants for their need for the level of care under the waiver. If the reevaluation process differs from the
evaluation process, describe the differences:
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Care Coordination Unit staff and Department of Human Services, Division of Rehabilitation Services staff complete the
Level of Care evaluations utilizing the DON as described above. Medicaid Agency (MA) staff complete reevaluations.

The DON assessment tool determines level of care eligibility for the waiver. The DON measures both activities of daily
living and instrumental activities of daily living. The DON assesses fifteen areas including eating, bathing, grooming,
dressing, transferring, continence, managing money, telephoning, preparing meals, laundry, housework, special health,
routine health, outside the home and being alone.

Annual reevaluations for waiver customers are performed by the MA. As described in Section B 6 d, sections of the
comprehensive assessment completed by the Supportive Living Program (SLP) provider's RN, are reviewed for each
waiver customer. A Level of Care Determination form is completed to verify the waiver customer continues to require
the services provided by the SLP waiver. MA staff may also interview the customer, his’her designated representative,
other health care providers and SLP provider staff to obtain more information or clarification.

For customers enrolled in an Managed Care Organization, the annual reeval uation process is the same.

0. Reevaluation Schedule. Per 42 CFR 8441.303(c)(4), reevaluations of the level of care required by a participant are
conducted no less frequently than annually according to the following schedule (select one):

O Every three months
O Every six months
® Every twelve months

O Other schedule
Foecify the other schedule:

h. Qualifications of I ndividuals Who Perform Reevaluations. Specify the qualifications of individuals who perform
reevaluations (select one):

O The qualifications of individuals who perform reevaluations ar e the same asindividuals who perform initial
evaluations.

® The qualifications ar e different.
Foecify the qualifications:

Medicaid Agency (MA) staff performs reevaluations. Most are Health Facilities Surveillance Nurses whose
qualifications are:
--Current licensure as aregistered nurse in the State of Illinois.

--Graduation from an approved nursing education program resulting in an associate or a diplomadegree in nursing
and three years of professional nursing experience, OR

--Bachelor's degree in nursing and two years of professional nursing experience, OR
--Master's degreein nursing

Staff may also be aMedical Assistance Consultant 11 whose qualifications are:
-Knowledge, skill and mental development equivalent to completion of four years of college with coursesin medical
social work.
--Two years professional experiencein fields related to medical social work.
i. Proceduresto Ensure Timely Reevaluations. Per 42 CFR 8441.303(c)(4), specify the procedures that the state employs
to ensure timely reevaluations of level of care (specify):
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Medicaid Agency (MA) staff tracks when the last annual level of care reevaluations were completed for customersin a
SLP provider setting and complete the next reevaluation within 12 months. When the reevaluations are scheduled, alist

of current waiver customers residing with the SLP provider setting is compiled from the long term care database, which is
part of Medicaid Management Information System (MMIS). An automated LOCD tool is created that includes forms for
each customer on the list from the long term care database. MA staff completes the Level of Care Determination

(LOCD) tool. The automated LOCD tooal is reviewed by supervisory MA staff to verify LOCDs were completed for each
waiver customer and that they were completed timely.

For customers enrolled in aManaged Care Organization, the MA will employ the same procedures to ensure its timely
reevaluations of level of care.

j- Maintenance of Evaluation/Reevaluation Records. Per 42 CFR 8441.303(c)(3), the state assures that written and/or
electronically retrievable documentation of all evaluations and reevaluations are maintained for a minimum period of 3
years as required in 45 CFR 8§92.42. Specify the location(s) where records of evaluations and reevaluations of level of care
are maintained:

Care Coordination Units (CCU) maintain written and el ectronic documentation related to all evaluations for aminimum
of six years. CCUs arerequired to maintain recordsin a secure, confidential location that is readily accessible.

The Department of Human Services (DHS), Division of Rehabilitation Services (DRS) maintains electronic and written
documentation of evaluations for seven years. Each hard copy case fileis maintained in the DHS-DRS local office
associated with the customer’s case or DHS' central storage location in Springfield, lllinois. Recordsin Springfield are
maintained until they have met all appropriate guidelines for storage. Staff may request records from the Springfield
location when necessary. The electronic version maintained in WebCM is retained indefinitely.

The MA maintains written and electronic documentation of reevaluations for seven years. Filesare maintained in field
offices, central office and also a central storage location. Recordsin central storage are maintained until they have met

all appropriate guidelines for storage. Staff may request the records from central storage when necessary.

For customers enrolled in a Managed Care Organization, the same maintenance of records is followed.

Appendix B: Evaluation/Reevaluation of Level of Care
Quality Improvement: Level of Care

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methodsfor Discovery: Level of Care Assurance/Sub-assurances

The state demonstrates that it implements the processes and instrument(s) specified in its approved waiver for
evaluating/reevaluating an applicant's'waiver participant'slevel of care consistent with level of care provided in a
hospital, NF or ICF/I1D.

i. Sub-Assurances:

a. Sub-assurance: An evaluation for LOC is provided to all applicants for whom thereisreasonable
indication that services may be needed in the future.

Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate to

analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
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identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

B1: Number and percent of applicantsfor whom thereisreasonableindication that
services may be needed in the future who received level of care assessment prior to
receipt of services. N: Number of applicantsfor whom thereisreasonable indication
that services may be needed in the future who received level of care assessment prior
to receipt of services. D: Total number of applicants.

Data Sour ce (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

Frequency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

(check each that applies):

State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%
Review
] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
L other Annually [ stratified
Specify: Describe Group:

[] Continuously and [] Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[] Other
Specify:
Annually

[] Continuously and Ongoing

[ Other
Specify:

b. Sub-assurance: The levels of care of enrolled participants are reevaluated at least annually or as
specified in the approved waiver.

Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include humerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

B2: Number and percent of FFSand M CO waiver customer s reassessed, as specified
the approved waiver, through the redeter mination process of waiver digibility every
12 months. Numer: # of FFS and M CO customer s reassessed, as specified in the
approved waiver, through the redeter mination process of waiver eligibility every 12
months. Denomin: Total # of waiver customerswho had reassessments due.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Level of Care Determination form

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):

(check each that applies):
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State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ other Annually [ stratified
Specify: Describe Group:

Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
[] Other
Specify:

¢. Sub-assurance: The processes and instruments described in the approved waiver are applied
appropriately and according to the approved description to determine participant level of care.

Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

B3: Number and percent of all initial LOC deter minations completed for FFS and
M CO customer s using the processes and instruments described in the approved
waiver. Numerator: Number of all initial LOC determinationsfor FFSand MCO
customer s completed using the processes and instruments described in approved
waiver. Denominator: Total number of initial LOC deter minations competed.

Data Sour ce (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
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] Other
Specify:

Annually

[ stratified
Describe Group:

Continuously and
Ongoing

[ Other
Specify:

[] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency L1 weekly
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually
[] Continuously and Ongoing
[ Other
Specify:
Performance Measure:

B4: Number and percent of all re-evaluations completed for FFSand MCO

customer susing the processes and instruments described in the approved waiver.
Numerator: Number of all re-evaluations completed for FFS and MCO customers
using the processes and instruments described in approved waiver. Denominator:

Total number of re-evaluations competed.
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If 'Other' is selected, specify:

Level of Care Determination form
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Responsible Party for

collection/generation
(check each that applies):

Frequency of data
data collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ other Annually [ stratified
Specify: Describe Group:

Continuously and [] Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
[] Other
Specify:
Annually

[] Continuously and Ongoing

[] Other
Specify:

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

The Medicaid Management Information System has built in edits to reject any admissions to the system that do

not meet the level of care criteriafor the Determination of Need. Providers cannot receive reimbursement for
services when an admission is rejected.

The Medicaid Agency (MA) uses tracking logs to identify when customer level of care redeterminations are due.

For initial level of care determination delegated to the Department on Aging’s contracted Care Coordination Units
and Department of Human Services, Division of Rehabilitation Services, the MA is responsible for oversight and

monitoring to assure compliance with federal assurances and performance measures. The MA monitors both
compliance levels and timeliness of remediation.

The MA’s sampling methodology is based on 100% review.

b. Methodsfor Remediation/Fixing I ndividual Problems

i. Describe the States method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.
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B1: 1. LOC isdone/corrected upon discovery; 2. If eligible, no additional action; 3. If ineligible, admission date
in Medicaid Management Information System (MMIS) is corrected by the Medicaid Agency (MA) and payment
adjustment occurs. Remediation must be completed within 60 days. Additionally, remediation will follow the 89
I1l. Adm. Code 146.280 for provider non-compliance action. The Supportive Living Program (SLP) provider is
presented the findings in writing. A plan of correction must be submitted to the Medicaid Agency (MA) within
fourteen days of receiving the findings of non-compliance. The plan must be implemented within thirty days. MA
staff performs an on-site follow-up review to determine compliance and remediation. Persistent non-compliance
in making corrections results in sanctions including, but not limited to mandatory in-servicing of staff or
termination of the Medicaid provider agreement. If a Medicaid provider agreement isterminated, MA staff would
assist customers with relocation, including transfer to another SLP residence.

B2: 1. LOC isdone/corrected upon discovery; 2. If eligible, no additional action; 3. If ineligible, admission date
in MMIS removed by the MA and payment adjustment occurs; 4. Individual staff training as appropriate.
Customer receives assistance with accessing other supports and services. Remediation must be completed within
60 days.

B3: If itisdiscovered that theinitial level of care (LOC) was not completed using the processes and instruments
described, the Care Coordination Unit (CCU) or Department of Human Services, Division of Rehabilitation
Services (DHS/DRS) would be required to complete anew initial LOC. If the new initial level of care does not
result in the required scoring, the waiver eligibility will be discontinued and the MA will assist the customer with
accessing other supports and services. Federal claimswill be adjusted and MA, the Department Aging or
DHS/DRS will provide technical assistance or training to Care Coordinators/assessors. Remediation must be
completed within 60 days.

B4: 1. Re-evaluation corrected/completed upon discovery; 2. If eligible, no additional actions; 3. If indligible,
admission date in MMIS is removed by the MA and payment adjustment occurs; 4. Individual staff training as
appropriate; 5. Waiver dligibility will be discontinued and the MA will assist the customer with accessing other
supports and services. Remediation must be completed within 60 days.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[] Other
Specify:
Annually

[ Continuously and Ongoing

[] Other
Specify:

c. Timelines

When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Level of Care that are currently non-operational.
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©No

O vYes
Please provide a detailed strategy for assuring Level of Care, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix B: Participant Accessand Eligibility
B-7: Freedom of Choice

Freedom of Choice. As provided in 42 CFR 8441.302(d), when an individual is determined to be likely to require a level of care
for thiswaiver, theindividual or hisor her legal representativeis:

i. informed of any feasible alternatives under the waiver; and
ii. given the choice of either ingtitutional or home and community-based services.

a. Procedur es. Specify the state's procedures for informing eligible individuals (or their legal representatives) of the feasible
alternatives available under the waiver and allowing these individuals to choose either institutional or waiver services.
Identify the form(s) that are employed to document freedom of choice. The form or forms are available to CMS upon
request through the Medicaid agency or the operating agency (if applicable).
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At thetime of theinitial level of care evaluation, all potential waiver customers are informed of feasible service options
for either waiver services or institutional care. A customer may choose at any time not to receive services for which
eigihility has been determined. Department on Aging Care Coordination Units, Department of Human Services,
Division of Rehabilitation Services staff and Managed Care Organization (MCO) Coordinators discuss service options,
including institutionalized care and Home and Community Based Waiver services, and ensure that the customer is fully
aware of the pros and cons of each option.

The statement regarding choice is on the Department on Aging’s Participant Consent form, used by contracted Care
Coordination Unit staff, which customers verify by signature at the time of the initial assessment that they were offered a
choice of home and community-based services versus institutional care. Freedom of choiceis also discussed in the
Rights and Responsihilities brochure that is given out to customers at each assessment. Care Coordinators are required to
show evidence of the customer’ s acknowledgement of receipt of the brochure in his/her documentation in the case notes.

Department of Human Services, Division of Rehabilitation Services staff inform customers of feasible alternativesto
placement in anursing facility and provide information about how to apply for home and community-based waiver
services for which they may be eligible.

Initially and annually during the person-centered planning (PCP) process, fee for service customers are given the
opportunity to choose Supportive Living Program waiver services, or be referred to Care Coordination Unit or
Department of Human Services, Division of Rehabilitation Services staff to receive information regarding other waiver
programs or institutional services for which they may be dligible. Customer preferenceis verified by the customer’s
signature and initials on the PCP form. By signing and initialing this form, customers acknowledge that they have been
given achoice between waiver services and institutional care and are choosing to receive waiver services from the
Supportive Living Program provider.

For customers enrolled in a Managed Care Organization (MCO), preference for institutional or home and community-
based services will be documented on a Freedom of Choice form provided by the MCO and approved by the Medicaid
Agency. The customer must sign the completed form indicating his’her choice and that he/she has made an informed
choice.

MCOs are required to enter into contracts with any willing and qualified certified Supportive Living Program provider as
long as the provider agrees to the MCO' s rate and adheres to the MCO' s quality assurance requirements. MCO Care
Coordinators are trained to educate customers and provide an informed choice on the available providers and description
of HCBS setting, if service isto be delivered outside of the home. For customers who do not express a choice amongst
available contracted providers, the MCO shall fairly distribute such customers, taking into account all relevant factors,
among those providers who are willing and able to accept the customer and who meet applicable quality standards.

b. Maintenance of Forms. Per 45 CFR §92.42, written copies or electronically retrievable facsimiles of Freedom of Choice
forms are maintained for a minimum of three years. Specify the locations where copies of these forms are maintained.

For fee-for-service customers, the Care Coordination Units (CCUs) must maintain all written and/or electronic
documentation and forms related to all evaluations, reevaluations and customer care are maintained for a minimum
period of six (6) years after the contract terminates under which the customer was served. Active customers records can
never be purged regardless of contract termination dates. CCUs are required to maintain recordsin a secure, confidential
location that is readily accessible during this period. Records are kept securely at the local CCUs or at a secure storage
facility until they can be purged by the CCU.

The Department of Human Services, Division of Rehabilitation Services, maintain documentation for atotal of seven (7)
years. Files are kept on site at the local Home Services Program (HSP) office for two (2) years and then transferred to the
State Records Center in Springfield, Illinoisfor five (5) years at which time it will be disposed of, providing all audits
have been completed and under the supervision of the Auditor General, and no litigation is pending or anticipated.

Supportive Living Program providers must maintain records for three years. Records must be kept on-site for a minimum
of 12 months. Records from the previous 24 months may be stored off-site in a secure, confidential location that is readily

accessible during this period.

Appendix B: Participant Accessand Eligibility
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B-8: Accessto Servicesby Limited English Proficiency Persons

Accessto Services by Limited English Proficient Persons. Specify the methods that the state uses to provide meaningful access
to the waiver by Limited English Proficient persons in accordance with the Department of Health and Human Services "Guidance
to Federal Financial Assistance Recipients Regarding Title VI Prohibition Against National Origin Discrimination Affecting
Limited English Proficient Persons' (68 FR 47311 - August 8, 2003):

The State provides access to waiver servicesto all eligible seniors and persons ages 22-64 with physical disabilitiesin Illinois,
including Limited English Proficient persons. Providers of the Supportive Living Program waiver serving Limited English
Proficient persons are required to take steps to ensure equal access to services for customers. Acceptable practicesinclude: hiring
bi-lingual staff, hiring persons or contracting with interpreters, engaging community volunteers or using available technology,

such as language trandlator applications. Written materials provided to customers must be in alanguage and format they can
understand.

For customers enrolled in a Managed Care Organization (MCO), the MCO provides written materials distributed to English
speaking customers, as appropriate, available in Spanish and other prevalent languages, as determined by the MA. Where thereis
aprevalent single-language minority within the low-income households (5% or more such households) where a language other
than English is spoken, the MCO's written materials must be available in that language as well as English.

Appendix C: Participant Services
C-1: Summary of Services Covered (1 of 2)

a. Waiver Services Summary. List the services that are furnished under the waiver in the following table. If case
management is not a service under the waiver, complete items C-1-b and C-1-c:

Service Type Service
Other Service Assisted Living

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

As provided in 42 CFR 8§440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

Service Title:

Assisted Living

HCBS Taxonomy:
Category 1 Sub-Category 1.
Category 2: Sub-Category 2:
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Category 3: Sub-Category 3:

Category 4: Sub-Category 4

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
O serviceisincluded in approved waiver. The service specifications have been modified.

O serviceisnot included in the approved waiver.

Service Definition (Scope):

08/24/2022



Application for 1915(c) HCBS Waiver: IL.0326.R05.00 - Oct 01, 2022 Page 63 of 191

Personal care and supportive services that are furnished to customers includes 24-hour onsite response capability to
meet scheduled or unpredictable customer needs and to provide supervision, safety and security. Services also
include social and recreational programming and medication assistance. Additionally, medication administration,
intermittent nursing services and periodic nursing eval uations are provided. Transportation for activities must be
supplied, as well as arrangement for transportation to scheduled medical appointments. Additionally, Personal
Emergency Response Systems (PERS) are required in customer apartments and common areas of the building. The
system is connected to a Supportive Living Program (SLP) setting's emergency call system monitored by nursing
and response personnel. Other servicesinclude: well-being checks, laundry, housekeeping, three meals per day,
snacks, maintenance, assistance with shopping and assistance with access to the larger community. Servicesthat are
provided by third parties must be coordinated with the SLP provider.

Case management services are provided to assist customers in gaining access to needed waiver and other State Plan
services, aswell asmedical, social, educational and other services, regardless of the funding source for the services
to which accessis gained.

Nursing and skilled therapy services are incidental rather than integral to the provision of assisted living services.
Payment is not made for 24 hour skilled care. Nursing services required in the SLP include: assessments, service
plan development/approval and implementation, health promotion or disease prevention counseling and teaching
self-care, medication set-up and medication administration. The use of home health services are aso allowed in the
SLP, as ordered by a physician, but is not arequired service. SLP provider staff are expected to coordinate care and
services with home health care providers. This includes, among other skilled services, wound care and physical and
occupational therapy. SLP providers must assist customers with obtaining such services.

All assisted living services are provided by employees of the SLP provider. Staff provides individualized customer
services based on the comprehensive assessment and a customer's preferences as determined through the person-
centered planning (PCP) process. All customers are entitled to receive all of the services provided by the SLP.
Customers and others of their choosing, such as afamily member, are involved with the development of the PCP.
Customers are able to identify which services they would like to receive and the frequency of services. The
Medicaid Agency monitors SLP providers to ensure that individualization occurs and verifies that customer care
needs are being met. This monitoring occurs during annual onsite certification reviews and complaint investigations.

Payment for the SLP is calculated on aflat daily rate for each day a customer residesin a SLP setting and is eligible
for Medicaid. Payment is not based on the frequency or the type of service provided. The type and frequency of
services provided isincluded in the customer's PCP. Federal Financial Participation is not available for room and
board, items of comfort or convenience, or the cost of building maintenance, upkeep and improvement. The
methodology by which the cost of room and board are excluded from payments for SLP services is described in
Appendix |-5.

Customers in the dementia program receive modified waiver services to meet their care needs. Modified services
include: well-being checks three times per day (at least one per shift), at least three scheduled activities per day and
delayed egress as heeded for a safety intervention. Dementia care settings al so have secured outdoor areas for use by
customers who require this as a needed safety intervention. Customers are evaluated at the time of admission and
quarterly thereafter to assess the continued need for delayed egress as a safety intervention. If acustomer/potential
customer is assessed and determined not to require this intervention, they may till reside in the SLP dementia care
setting. The individual/their designated representative are also provided referral information to other service options,
including a conventional SLP setting.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
There are no limits on the amount, frequency or duration of assisted living services being provided to customers.

Supportive Living Program providers must meet the scheduled and unscheduled needs of customers (89 IL Admin.
Code, Chap | , Section 146.230 a). Payment is not made for 24-hour skilled care.

Service Delivery Method (check each that applies):

[] Participant-directed as specified in Appendix E
Provider managed
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Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Per son
] Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Supportive Living Program Provider

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Assisted Living

Provider Category:
Agency
Provider Type:

Supportive Living Program Provider

Provider Qualifications
License (specify):

Certificate (specify):

Supportive Living Program (SLP) providers are certified by the Medicaid Agency (MA). A wide range
of factors are examined for SLP providers, such as: financial stability, business experience, knowledge
and experience in working with the elderly and persons with physical disabilities, record of non-
compliance with other state programs and property site control. Certification occurs initially when a SLP
provider becomes operational and can admit customers. It continues on an annual basis through an on-
site review process. Initia certification by the MA involves the review and approval of resident
contracts, policies and procedures, emergency plans and quality assurance plans. Additionally, an on-site
visit allows for the examination of approved local inspections, as well as the identification of compliance
with required structural components, building maintenance and cleanliness, working building systems,
staff background checks, qualifications and training. Final certification requires areview of customer
records, apartment observations and interviews. An annual certification review combining the
components of the initial and final certification processesis conducted at each SLP provider. Annual
certification reviews determine if providers are in compliance with program requirements.

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Medicaid agency.
Frequency of Verification:

The Medicaid agency verifies provider qualifications at the time of initial certification and during annual
on-site annual certification reviews conducted for Supportive Living Program providers.
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Appendix C: Participant Services
C-1: Summary of Services Covered (2 of 2)

b. Provision of Case Management Servicesto Waiver Participants. Indicate how case management is furnished to waiver
participants (select one):

O Not applicable - Case management is not furnished as a distinct activity to waiver participants.

O Applicable - Case management is furnished as a distinct activity to waiver participants.
Check each that applies:

[] Asawaiver service defined in Appendix C-3. Do not complete item C-1-c.

[] AsaMedicaid state plan service under §1915(i) of the Act (HCBS as a State Plan Option). Complete item
C-1-c.

[] AsaMedicaid state plan service under §1915(g)(1) of the Act (Targeted Case M anagement). Complete item
C-1-c.

Asan administrative activity. Complete item C-1-c.
[] Asaprimary care case management system service under a concurrent managed car e authority. Complete

item C-1-c.

c. Delivery of Case Management Services. Specify the entity or entities that conduct case management functions on behalf
of waiver participants:
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Case management responsibilities are shared by the Medicaid Agency (MA) and Supportive Living Program SLP
providers. Each entity has a specific role and duties. SLP provider staff is required to complete scheduled assessments
initially, quarterly and annually. Assessments are also performed if a customer experiences a change in condition. SLP
providers must develop and implement individualized person-centered plans (PCPs) based on customer’s needs and
preferences identified in the PCP and voiced by the customer. PCPs are required to be revised when a change in condition
occurs and reviewed in conjunction with quarterly and annual assessments. Additionally, SLP providers must provide
assistance with arranging for and coordinating outside service for waiver customers. Examples include: home health
services, physician visits and therapy services. Ancillary services are another case management component supplied by
SLP providers. SLP staff must arrange transportation for waiver customers to medical appointments and offer to help
with activities like shopping.

The MA performs case management services by conducting annual level of care determinations for all waiver customers,
reviewing customer assessments and PCPs, addressing problems in service provision, monitoring the implementation of
PCPs and observing customer health and safety.

The MA staff monitors and provides oversight for SLP case management functions. During annual on-site certification
reviews, records of a sample of customers are reviewed. The MA verifies customer assessments were done timely and
completed accurately and thoroughly. PCPs must be individualized and contain all of the customer’ s needs and
preferences. Thisincludes any outside services that are being provided to the customer. Progress notes, physician orders
and other documentation in the record are also used to verify case management services. Customer interviews are also
conducted and documented by MA staff.

For customers enrolled in an MCO, case management for overall health care, including waiver servicesisthe
responsibility of the Plans. MCOs use a variety of tools to collect information about their member's physical,
psychological and social health, including health risk screenings, claims data, referrals, service authorizations, transition
information, level of care information, information from family members, caregivers, providers and other assessment
tools. Health Risk Screenings must be completed within 60 days of enrollment. For HCBS members, the Health Risk
Assessment (HRA) must be completed; timeframes vary for the HRA based on whether the member is already receiving
HCBS services as a new member (180 days) transitioning from another health plan (90 days) or deemed newly digible
for HCBS services (15 days).

Additional functionsthat fall under case management for an MCO include providing case management for members and
assisting those members in the development and implementation of a PCP. The MCO Care Coordinator worksin
partnership with the SLP provider staff to make sure the PCP is comprehensive and person-centered. MCO Care
Coordinators get support when necessary from a member's Interdisciplinary Care Team, ateam made up of clinical and
non-clinical staff whose skills and experience complement each other in the oversight of the member's needs.

The MCO Care Coordinator works with the member to ensure the PCP:

--incorporates the member's medical, behavioral health, social, functional and community-based service needs are
addressed;

--ldentifies short and long term treatment and goal s to address the member's needs and preferences and to facilitate
monitoring of a member's progress and evolving needs;

--includes the opportunity for the member, Primary Care Provider, other providers, family, etc. to participate and provide
input into the PCP; and

--identifiesrisks, cultural preferences, preferred characteristics and language, living arrangements, barriers.

Appendix C: Participant Services
C-2: General Service Specifications (1 of 3)

a. Criminal History and/or Background I nvestigations. Specify the state's policies concerning the conduct of criminal
history and/or background investigations of individuals who provide waiver services (select one):

O No. Criminal history and/or background investigations are not required.
® ves Criminal history and/or background investigations are required.
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Specify: (a) the types of positions (e.g., personal assistants, attendants) for which such investigations must be
conducted; (b) the scope of such investigations (e.g., state, national); and, () the process for ensuring that mandatory
investigations have been conducted. State laws, regulations and policies referenced in this description are available to
CMS upon request through the Medicaid or the operating agency (if applicable):
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(a) the types of positions (e.g., personal assistants, attendants) for which such investigations must be conducted;

The Illinois Health Care Worker Background Check Act [225 ILCS 46](HCWBC Act) requires unlicensed
employees of Supportive Living Program (SLP) providers with duties that involve or may involve contact with
customers, or access to the living quarters or the financial, medical or personal records of customers, to undergo a
criminal background check.

The 89 Ill. Adm. Code 146.235(]) states, "The SLF shall ensure that all employees who have or may have contact
with residents or have access to the living quarters or the financial, medical or personal records of residents undergo
acriminal history background check that conforms to the Health Care Worker Background Check Act [225 ILCS
46]. No SLF shall knowingly hire, employ or retain any individual in a position with duties involving contact with
residents, accessto resident living quarters or access to the financial, medical or personal records of residents, who
has been convicted of committing or attempting to commit one or more of the offenses defined under the Health
Care Worker Background Check Act unless that individual has obtained a waiver issued by the Department of
Public Health. An SLF may conditionally employ an applicant for up to three months pending the results of the
criminal history record check".

(b) the scope of such investigations (e.g., state, national)

The HCWBC Act requires fingerprint background checks be completed to identify disqualifying convictionsin the
State of Illinois. Thereis no time limit on the background check; any crime committed as an adult is included.
Additionally, SLP providers must check sex offender and other criminal registries for al new unlicensed employees,
even those who have aready had a qualifying background check. Prior to beginning employment, all unlicensed
staff must be checked on the Health Care Worker Registry (Registry), which is maintained by the Illinois
Department of Public Health (IDPH). The Registry identifiesif an individual has any disqualifying convictions that
would prohibit them from working in a health care setting, as defined in the HCWBC Act. If anindividua is not
listed on the Registry, he or she must go to a State contracted vendor to have their fingerprints collected. The
fingerprints are then forwarded to the Illinois State Police. The lllinois State Police updates the Registry and
employers are notified of the results. If an individual is convicted of adisqualifying offense after they are hired, the
[llinois State Police updates the Registry and the employer is notified. Additionally, certified nurse aides are
fingerprinted and added to the Registry as part of their certification process.

If the Registry indicates a fingerprint background check has not been compl eted, the potential employee must have
their fingerprints collected. Once results are received, the information is forwarded electronically to the SLP
provider and the Registry is automatically updated. If arequired Registry check reveals a potential employee hasa
disqualifying criminal conviction and has not received awaiver from the IDPH, he/she cannot be employed by the
SLP provider.

Licensed staff employed by the SLP provider, including nurses and dieticians, must have proof of current licensure
in the State of Illinois. Background checks for these individuals occur at the time of licensing and is overseen by the
[1linois Department of Financial and Professional Regulation. SLP providers must maintain a copy of the current
license for al licensed staff.

(c) the process for ensuring that mandatory investigations have been conducted. State laws, regulations and policies
referenced in this description are available to CM S upon request through the Medicaid or the operating agency (if
applicable):

Annual on-site certification reviews are performed by the Medicaid Agency (MA) for each SLP provider. The
review includes verifying documentation of Registry and criminal background checks for 100% of employees hired
since the previous review. Thisincludes verifying termination of any individuals with disqualifying convictions.
Compliance with the HCWBC Act can also be reviewed during on-site complaint investigations.

The MA isresponsible for certifying SLP providersinitially and annually thereafter, including verifying staff
certification, licensure and compliance with the HCWBC Act. MCOs can only contract with SLP providers certified

by the MA. Because of this, MCOs are not required to complete or verify background checks for SLP provider staff.

b. Abuse Registry Screening. Specify whether the state requires the screening of individuals who provide waiver services
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through a state-maintained abuse registry (select one):

O No. The state does not conduct abuse registry screening.

® vyes The state maintains an abuse registry and requiresthe screening of individuals through this
registry.

Specify: (a) the entity (entities) responsible for maintaining the abuse registry; (b) the types of paositions for which
abuse registry screenings must be conducted; and, (c) the process for ensuring that mandatory screenings have been
conducted. State laws, regulations and policies referenced in this description are available to CM S upon request
through the Medicaid agency or the operating agency (if applicable):

(a) the entity (entities) responsible for maintaining the abuse registry;
The Illinois Department of Public Health (IDPH) maintains the Health Care Worker Registry.
(b) the types of positions for which abuse registry screenings must be conducted;

The Health Care Worker Background Check (HCWBGC) Act [225 ILCS 46] requires unlicensed health care
employees, including those employed by a Supportive Living Program (SLP) provider who have access to
customers, their apartments or their financial or medical records, to be checked on the Illinois Department of Public
Health's (IDPH) Health Care Worker Registry prior to beginning employment.

If the Registry indicates a fingerprint background check has not been completed, the potential employee must have
their fingerprints collected. Once results are received, the information is forwarded electronically to the SLP
provider and the Registry is automatically updated. If arequired Registry check reveals a potential employee has a
disqualifying criminal conviction and has not received a waiver from the IDPH, he/she cannot be employed by the
SLP provider.

If a prospective employee does not have a current finger print check listed on the Registry, he/she must have their
fingerprints collected within 10 business days of signing a designated authorization form. The authorization form
must be signed prior to beginning employment. If the fingerprints are not collected within 10 days, the employee
must be suspended. If fingerprints are not collected within 30 days, employment must be terminated.

The Department of Financial and Professional Regulation maintains licenses for professional staff, such as nurses
and dieticians, and maintains alisting of these persons including current licensure status and any disciplinary
actions. All licensed staff must have a current license with the State of Illinois.

(c) the process for ensuring that mandatory screenings have been conducted. State laws, regulations and policies
referenced in this description are available to CM S upon request through the Medicaid agency or the operating

agency (if applicable):

Annual on-site certification reviews performed by the Medicaid Agency (MA) at SLP settings includes examining
documentation of Registry checks and active licenses for employees hired since the previous review.

If an employee does not have fingerprints collected timely, the MA instructs the provider to immediately remove the
employee from the schedule until his/her fingerprints are collected. The employee must provide verification of the
collection of their fingerprints before returning to work.

Appendix C: Participant Services
C-2: General Service Specifications (2 of 3)

Note: Required information from this page (Appendix C-2-c) is contained in responseto C-5.

Appendix C: Participant Services
C-2: General Service Specifications (3 of 3)
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d. Provision of Personal Careor Similar Services by Legally Responsible Individuals. A legaly responsible individual is
any person who has a duty under state law to care for another person and typically includes: (a) the parent (biological or
adoptive) of aminor child or the guardian of aminor child who must provide care to the child or (b) a spouse of awaiver
participant. Except at the option of the State and under extraordinary circumstances specified by the state, payment may
not be made to alegally responsible individual for the provision of personal care or similar services that the legally
responsible individual would ordinarily perform or be responsible to perform on behalf of awaiver participant. Select one:

® No. The state does not make payment to legally responsible individuals for furnishing personal care or similar
services.

O Yes The state makes payment to legally responsible individuals for furnishing personal careor similar services
when they are qualified to provide the services.

Specify: (a) the legally responsible individuals who may be paid to furnish such services and the services they may
provide; (b) state policies that specify the circumstances when payment may be authorized for the provision of
extraordinary care by alegally responsible individual and how the state ensures that the provision of servicesby a
legally responsible individual isin the best interest of the participant; and, (c) the controls that are employed to ensure
that payments are made only for services rendered. Also, specify in Appendix C-1/C-3 the personal care or similar
services for which payment may be made to legally responsible individuals under the state policies specified here.

[ saf-directed

[] Agency-oper ated

e. Other State Palicies Concerning Payment for Waiver Services Furnished by Relatives/L egal Guardians. Specify

state policies concerning making payment to relatives/legal guardians for the provision of waiver services over and above
the policies addressed in Item C-2-d. Select one:

® The gtate does not make payment to relatives/legal guardiansfor furnishing waiver services.

O The state makes payment to relatives/legal guardians under specific circumstances and only when the
relative/guar dian is qualified to furnish services.

Specify the specific circumstances under which payment is made, the types of relatives/legal guardians to whom
payment may be made, and the services for which payment may be made. Specify the controls that are employed to
ensure that payments are made only for services rendered. Also, specify in Appendix C-1/C-3 each waiver service for
which payment may be made to relatives/legal guardians.

o Relatives/legal guardians may be paid for providing waiver serviceswhenever therelative/legal guardian is
qualified to provide services as specified in Appendix C-1/C-3.

Specify the controls that are employed to ensure that payments are made only for services rendered.

O other policy.

Specify:
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f. Open Enrollment of Providers. Specify the processes that are employed to assure that all willing and qualified providers
have the opportunity to enroll aswaiver service providers as provided in 42 CFR 8431.51:

The Medicaid Agency (MA) does not limit the type of provider that may apply to the Supportive Living Program (SLP).
An extensive processis utilized by the MA to review applications from providers wishing to participate in the SLP.
Provider qualifications are published in MA rules (89 I1l. Adm. Code 146.215) and are located at the Department's
website.

To ensure quality services for customers, the MA employs a thorough review process for applicants. Interested providers
must submit an application and may undergo an in-person interview with MA staff. Basic information is collected on the
application, such as: provider name, planned provider/building name, location, number of apartments and proposed
number of residents. Other detailed information included in the application process and examined by the MA includes:

--financial background and stability

--business experience/background

--knowledge and experience with providing servicesto the elderly and people with physical disabilities
--operating history with other health care programs

--record of non-compliance with state programs

--knowledge of requirements of the Supportive Living Program, its purpose and it goals
--strategic plan

--architectural drawings

--phase-one environmental study

--market feasibility

--criminal background/Medicare/Medicaid disbarment

Other state agencies, such as the Department on Aging, Department of Human Services and the Illinois Housing
Development Authority may aso be consulted during the review process. These agencies offer additional information
regarding provider qualifications, service history and market area information.

Aninternal review of the application occurs simultaneously across several divisions of the MA, with the agency's SLP
coordinators overseeing distribution, tracking, review and recommendations returned to the MA's Bureau of Long Term
Care for processing. Once this portion of the review is completed, the applicant may be contacted to schedule a face-to-
face interview. Questions related to experience with providing long term care or similar services or programs, familiarity
with the SLP waiver and its services and overall plans for the proposed project are posed to the applicant.

Once an application is approved to proceed towards certification, the applicant is notified in writing by the MA. The MA
may withdraw approval of an approved SLP application if the applicant fails to become operational within 24 months
after the approval. Applicants are allowed to request extensions to this operational deadline.

Provider qualification can be found at http://www.ilga.gov/commission/jcar/admincode/089/089001460B02150R.htm .

For HealthChoice Illinois, Managed Care Organizations (MCO) shall enter into a contract with any willing and qualified
provider in the Contracting Areathat renders waiver services so long as the provider agreesto MCO' s rate and adheres to
MCO's quality requirements. To be considered a qualified provider, the provider must be in good standing with the
Department’s FFS Medical Program. MCO may establish quality standards in addition to those State and federal
reguirements and contract only with providers that meet such standards. Such standards must be approved by the
Department, in writing, and MCOs may only terminate a contract of a provider based on failure to meet such standards if
two criteria are met: a) such standards have been in effect for at minimum one (1) year, and b) providers are informed at
the time such standards come into effect.

Appendix C: Participant Services
Quality Improvement: Qualified Providers
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As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methodsfor Discovery: Qualified Providers

The state demonstrates that it has designed and implemented an adeguate system for assuring that all waiver services
are provided by qualified providers.

i. Sub-Assurances:

a. Sub-Assurance: The State verifiesthat providersinitially and continually meet required licensure and/or
certification standards and adhere to other standards prior to their furnishing waiver services.

Perfor mance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formul ated, where appropriate.

Performance Measure;

C1: Number and percent of newly enrolled certified waiver service providersthat
meet provider requirementsin the approved waiver prior to providing waiver
services. N: Number of newly enrolled certified waiver service providersthat meet
provider requirementsin the approved waiver prior to providing waiver services. D:
Total number of newly enrolled certified waiver service providers.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
HFSIMPACT System

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation

(check each that applies):

Sampling Approach

(check each that applies):

State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%
Review
] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
L other LI Annually [ stratified
Specify: Describe Group:
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Continuously and [] Other
Ongoing Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually
Continuously and Ongoing
[] Other
Specify:
Performance M easure:

C2: Number and percent of enrolled certified waiver providersthat continue to meet
provider requirementsin the approved waiver prior to continuing to provide waiver
services. N: Number of enrolled certified waiver providersthat continue to meet

provider requirementsin the approved waiver prior to continuing to provide waiver

services. D: Total number of enrolled certified waiver providers.

Data Sour ce (Select one):

Provider performance monitoring
If 'Other' is selected, specify:
HFSIMPACT System

Page 73 of 191

08/24/2022



Application for 1915(c) HCBS Waiver: IL.0326.R05.00 - Oct 01, 2022

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ other LI Annually [ stratified
Specify: Describe Group:

Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
] Other

Specify: Annually
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that applies):

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):

Continuously and Ongoing

] Other

Specify:

Page 75 of 191

b. Sub-Assurance: The State monitors non-licensed/non-certified providers to assure adherence to waiver

requirements.

For each performance measure the State will use to assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to

analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are

identified or_conclusions drawn, and how recommendations are formul ated, where appropriate.

¢. Sub-Assurance: The State implementsits policies and procedures for verifying that provider training is
conducted in accordance with state requirements and the approved waiver.

For each performance measure the Sate will use to assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance M easur e

C3: Number/percent of certified Supportive Living Program (SLP) providersthat
supply training asrequired by Department policy. Numerator: Number of SLP

providersthat supply training asrequired by Department policy. Denominator: Total

number of SLP providers.

Data Sour ce (Select one):
Training verification records
If 'Other' is selected, specify:

Responsible Party for Frequency of data

data collection/generation
collection/generation (check each that applies):
(check each that applies):

Sampling Approach
(check each that applies):
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State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ other Annually [ stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing
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that applies):

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

[ Other

Specify:

Per formance M easur e

C4: Number and percent of new MCO Care Coordinatorswho receivetraining in

accordance with state requirements and the approved waiver prior to providing

waiver services. N: Number of new MCO Care Coordinatorswho receive training in

accordance with state requirements and the approved waiver prior to providing
waiver services. D: Total number of new MCO Care Coordinators.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

MCO Reports

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid LI weekly 100% Review
Agency
[J operating Ageney | L Monthly [ | essthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[] Other Annually [] Stratified
Specify: Describe Group:

[ Continuously and
Ongoing

[ Other
Specify:
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[] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [ Weekly
Operating Agency Monthly
[] i [l hi
Sub-State Entity Quarterly
[ sub i [] |
[ Other
Specify:
Annually
[ Continuously and Ongoing
[] Other
Specify:
Performance M easure:

C5: Number and percent of MCO Care Coordinatorswho receivetrainingin

accordance with state requirements and the approved waiver prior to continuing to
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providewaiver services. N: Number of MCO Care Coordinator swho receive training
in accor dance with state requirements and the approved waiver prior to continuing to
providewaiver services. D: Total number of MCO Care Coordinators.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
MCO Reports

Responsible Party for Frequency of data

Sampling Approach
(check each that applies):

data collection/generation
collection/generation (check each that applies):
(check each that applies):
State Medicaid [T weekly
Agency

100% Review
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[] Operating Agency [] Monthly [] Lessthan 100%
Review
[ Sub-State Entity [ Quarterly [ Representative
Sample
Confidence
Interval =
L other Annually [ stratified
Specify: Describe Group:

[ Continuously and [ Other

Ongoing Specify:
[ Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually
[] Continuously and Ongoing
[ Other
Specify:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

The Medicaid Agency (MA) conducts a compliance review for each Supportive Living Program (SLP) provider
prior to certification and annually thereafter. The SLP provider is presented any findings of non-compliancein
writing. A plan of correction must be submitted to the MA within fourteen days of receiving the findings of non-
compliance. The plan must be implemented within thirty days. MA staff performs an on-site follow-up review to
determine compliance and remediation. Persistent non-compliance in making corrections results in sanctions
including, but not limited to mandatory in-servicing of staff or termination of the Medicaid provider agreement. If
aMedicaid provider agreement isterminated, MA staff would assist customers with relocation, including transfer
to another SLP residence.

The MA isresponsible for oversight and monitoring to assure compliance with federal assurances and
performance measures. The MA monitors both compliance levels and timeliness of remediation by the Managed
Care Organizations (MCO).

For those functions delegated to the MCO, the MA is responsible for discovery. MCOs are required to submit
quarterly reports, using the format required by the MA, on specific performance measures (PM), which are
specified in HFS' contracts with HealthChoice I1linois MCOs. All MCOs on contract with the MA provide waiver
services. Contracts specify numerators, denominators, sampling approaches, data sources, etc. Through its
contract with the External Quality Review Organization (EQRO), the MA monitors both compliance of PMs and
timeliness of remediation for those customers enrolled in an MCO through consumer surveys and quarterly record
reviews. Customersin MCOs are included in the representative sampling.

Additionally, the MA has developed queries within its HFS Electronic Data Warehouse to review provider
qualifications. The MA pulls reports by waiver provider type for both licensed and unlicensed providersto assure
that they initially met and continue to meet all the lllinois Medicaid Advanced Program Cloud Technology
(IMPACT) system screening criteria and do not have any Office of Inspector General restrictions including
exclusions or sanctions against their licenses. Thisis done for newly enrolled providers as well as existing
providers. The reports are reviewed and discussed annually at one of the quarterly Quality Management meetings.

b. Methods for Remediation/Fixing I ndividual Problems
i. Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.
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C1: If anewly certified waiver provider failsinitial IMPACT screening requirements, the MA informs provider
of disposition of application and does not enroll in the Medicaid system.

C2: If an existing provider fails monthly screening by the MA or Medicaid provider revalidation, the MA notifies
the provider of the results and disenrolls the provider.

C3: Thetraining requirements will be completed. The Supportive Living Program (SLP) provider is presented
findings of non-compliance in writing. A plan of correction must be submitted to the MA within fourteen days of
receiving the findings of non-compliance. The plan must be implemented within thirty days. MA staff performs
an on-site follow-up review to determine compliance and remediation. Persistent non-compliance in making
corrections resultsin sanctions including, but not limited to mandatory in-servicing of staff or termination of the
Medicaid provider agreement. If aMedicaid provider agreement is terminated, MA staff would assist customers
with relocation, including transfer to another SLP residence.

C4: If the MCO Care Coordinator has not met required credentials or completed the required initial training, they
are prohibited from performing Care Coordination functions until completed. The MCO Care Coordinator will
gain the required credentials and/or complete training within 60 days.

C5: If the MCO Care Coordinator credentials lapse or does not complete the required initial training, they are
prohibited from performing Care Coordination functions until completed. The MCO Care Coordinator will regain
credentials and/or compl ete training within 30 days.

ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity Quarterly
[] Other
Specify:
Annually

[ Continuously and Ongoing

[] Other
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Qualified Providersthat are currently non-operational.
® No

O Yes
Please provide a detailed strategy for assuring Qualified Providers, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.
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Appendix C: Participant Services
C-3: Waiver Services Specifications

Section C-3 'Service Specifications' isincorporated into Section C-1 'Waiver Services.'

Appendix C: Participant Services
C-4: Additional Limitson Amount of Waiver Services

a. Additional Limitson Amount of Waiver Services. Indicate whether the waiver employs any of the following additional
[imits on the amount of waiver services (select one).

® Not applicable- The state does not impose alimit on the amount of waiver services except as provided in Appendix
C3.

O Applicable - The state imposes additional limits on the amount of waiver services.

When alimit is employed, specify: (a) the waiver services to which the limit applies; (b) the basis of the limit,
including its basisin historical expenditure/utilization patterns and, as applicable, the processes and methodologies
that are used to determine the amount of the limit to which a participant's services are subject; (c) how the limit will
be adjusted over the course of the waiver period; (d) provisions for adjusting or making exceptions to the limit based
on participant health and welfare needs or other factors specified by the state; (€) the safeguards that are in effect
when the amount of the limit isinsufficient to meet a participant's needs; (f) how participants are notified of the
amount of the limit. (check each that applies)

[] Limit(s) on Set(s) of Services. Thereisalimit on the maximum dollar amount of waiver servicesthat is
authorized for one or more sets of services offered under the waiver.
Furnish the information specified above.

[ Prospective Individual Budget Amount. Thereisalimit on the maximum dollar amount of waiver services
authorized for each specific participant.
Furnish the information specified above.

[] Budget Limits by Level of Support. Based on an assessment process and/or other factors, participants are
assigned to funding levels that are limits on the maximum dollar amount of waiver services.
Furnish the information specified above.

[ Other Type of Limit. The state employs another type of limit.
Describe the limit and furnish the information specified above.
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Appendix C: Participant Services
C-5: Home and Community-Based Settings

Explain how residential and non-residential settings in this waiver comply with federal HCB Settings requirements at 42 CFR
441.301(c)(4)-(5) and associated CM S guidance. Include:

1. Description of the settings and how they meet federal HCB Settings requirements, at the time of submission and in the
future.

2. Description of the means by which the state Medicaid agency ascertains that all waiver settings meet federal HCB Setting
requirements, at the time of this submission and ongoing.

Note instructions at Module 1, Attachment #2, HCB Settings Waiver Transition Plan for description of settings that do not meet
requirements at the time of submission. Do not duplicate that information here.

Settings in this waiver will comply with federal HCBS requirements per Attachment #2 in this renewal application.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (1 of 8)

State Participant-Centered Service Plan Title:
Person-Centered Plan (PCP)

a. Responsibility for Service Plan Development. Per 42 CFR 8441.301(b)(2), specify who isresponsible for the
development of the service plan and the qualifications of these individuals (select each that applies):

Registered nurse, licensed to practicein the state

[] Licensed practical or vocational nurse, acting within the scope of practice under state law
[ Licensed physician (M.D. or D.O)

[] Case Manager (qualifications specified in Appendix C-1/C-3)

Case Manager (qualifications not specified in Appendix C-1/C-3).
Foecify qualifications:

Feefor Service:
The Supportive Living Program providers' Registered Nurse (RN) is responsible for the development of the person-
centered plan (PCP). The RN must have an active nursing license in the State of Illinois.

Managed Care Enrollees:

For customers enrolled in a Managed Care Organization (MCO), the MCO Care Coordinators are responsible for
PCP development. MCO Care Coordinators are assigned based on customer need and identified risk. The Care
Coordinators are required to complete 20 hours of training initially and annually, as specified in the MCO contract.
MCO Care Coordinators must be trained on topics specific to the HCBS waiver customer they are serving. For the
Supportive Living Program waiver, training must include Aging and Disability subjects .

] Social Worker
Soecify qualifications:

[ Other
Foecify the individuals and their qualifications:
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Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (2 of 8)

b. Service Plan Development Safeguards. Select one:

O Entitiesand/or individualsthat have responsibility for service plan development may not provide other
direct waiver servicesto the participant.

® Entitiesand/or individualsthat have responsibility for service plan development may provide other
direct waiver servicesto the participant.

The state has established the following safeguards to ensure that service plan development is conducted in the best
interests of the participant. Specify:
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Customers may choose among Supportive Living Program (SLP) providers. By selecting a SLP provider and
executing aresident contract, the customer accepts the services that the SLP provider is obligated to provide under
the SLP. The resident contract must include information regarding the services the customer will receive from the
SLP provider that are covered under Medicaid (89 I1l. Adm Code 146.240(b)(1)). A customer isfreeto cancel a
resident contract and transfer to another service provider or choose to participate in another program at any time.
The option to end the resident contract isincluded in the resident contract approved by the Medicaid Agency (MA).

Feefor Service:

The SLP provider RN is responsible for the development and implementation of the person-centered plan (PCP) (89
[1l. Adm. Code 146.245(d)). In addition to the PCP, an RN isresponsible for theinitial assessment, comprehensive
resident assessment, and quarterly evaluations (89 I1l. Admin Code 146.245(b), (c) and (€)). Other nursing services
include: medication set-up, administration and episodic and intermittent health promotion or disease prevention (89
[11. Admin. Code 146.230(b)(1-4)). For services not provided by the waiver, such as physical therapy, a customer
may select the provider of his’her choice. Additionally, SLP providers are required to assist customers with
obtaining these services (89 [1I. Admin. Code 146.230(j)(2)). The PCP must include coordination and inclusion of
services being delivered by an outside entity (89 I1l. Admin. Code 146.245(d)), as well as any services the customer
chooses to decline (89 I1l. Admin. Code 146.250(€)(6)). Providers cannot maintain SLP servicesin combination with
home health, home care, nursing home, hospital, residential care setting, congregate care setting or other type of
residence or service agency (89 Ill. Admin. Code 146.215(i)). The MA verifies distinction of services annually.

Customers have the right and are strongly encouraged to participate in the development of their PCP (89 Ill. Admin.
Code 146.245(d)) and 146.250(e)(16)). An authorized representative is involved at the request of the customer and
for customers who are not able to be involved in the process due to their physical or cognitive status. Customers may
aso include othersin the PCP development (89 I1I. Adm. Code 146.245(d)). Another right related to a customer's
PCP is the option to refuse services, so long as others are not harmed by the refusal (89 I1I. Admin. Code
146.250(€)(6)). The SLP provider must explain the potential consegquences to the customer and/or his authorized
representative and include the refusal in the PCP.

The MA provides oversight of the PCP development process and delivery of services by reviewing fee for service
customers' records records annually. PCPs are among the documents examined for timeliness, thoroughness and
accuracy, as well as signatures of the SLP provider RN and customer. A review of the customer's comprehensive
assessment and their interview information is compared to the PCP to ensure all identified goals, preferences and
needs are included. Additional documentation reviewed may include MD orders, nursing notes and medication
orders and also customer interview. The PCP must identify desired outcomes, customer strengths and needs and
steps to achieve desired outcomes, along with the person/staff/parties involved with the services and supports. Any
services refused by the customer must also be noted. MA staff interviews a random representative sample of
customers to verify their needs and preferences are being met.

Managed Care Organization (MCO):

MCO Care Coordinators do not provide direct waiver services. The MCOs' Care Coordinators complete an
assessment to elicit comprehensive information from the customer. The assessment aids in the development of an
overall PCP that includes community health services, along with the waiver services. The componentsin the
assessment used by the MCOs include, but are not limited to cognitive/emotional, ADLs, IADLS, behavioral health,
medication, living supports, environmental conditions and health care information. Customers and their authorized
representative are involved in the devel opment of the PCP. The SLP provider RN also provides a copy of the
comprehensive assessment and suggested waiver services to the case manager for review with the customer and
development of the PCP. Through the assessment and PCP process, the customers' goals and strengths and barriers
to achieving these goals are identified. A copy of the PCP is given to the SLP provider.

Fee for Service and Managed Care:

Customers document their choice of provider at admission and annually thereafter. The MA’s and External Quality
Review Organization’s annual record reviews includes the review of written verification by the customer regarding
choice of provider.

Appendix D: Participant-Centered Planning and Service Delivery
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D-1: Service Plan Development (3 of 8)

¢. Supporting the Participant in Service Plan Development. Specify: (a) the supports and information that are made
available to the participant (and/or family or legal representative, as appropriate) to direct and be actively engaged in the
service plan development process and (b) the participant's authority to determine who isincluded in the process.
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(a) The supports and information that are made available to the customer to direct and be actively engaged in the service
plan development.

Fee for Service Process:

The person-centered plan (PCP) begins with an assessment and re-assessment conducted by the Supportive Living
Program (SLP) provider's RN. Effective 7/1/2017, the SLP waiver becamein full compliance with implementation of
federal PCP requirements that encompasses a holistic approach.

Routine practice of the SLP provider RN includes asking the waiver customer who he/she would like to attend their PCP
development session as an authorized representative. As the date and timeis set for the PCP and discussion, the SLP
provider RN isto make every accommodation possible to satisfy and include all personsidentified by the customer. Itis
expected that all conversations between the SLP RN and the customer are customer-focused, constantly reinforcing that
planning is a collaborative effort, enabling the waiver customer to lead the process to the best of his/her ahilities and the
outcome of the processis a PCP that is holistic, owned, is agreed to by the customer and is reflective of their needs,
preferences, person-centered goals, safety, welfare and health status.

In addition, the language in these documents articul ate the ability of the customer to include all persons chosen by the
customer to beincluded at all informational gathering, assessment and reassessment meetings. Language states that
meetings should occur at times and locations convenient to the customer, with the understanding that to fully assess the
customers' needs, is the assessment needs to be completed in their home environment and that the waiver customer isin
essence the driver of the PCP development. Language states that the conversation between the waiver customer and the
SLP RN isto be goa centered.

As noted above, the holistic person-centered approach is designed for care coordination to encompass the comprehensive
assessment of the customer's situation and circumstances related to all factors contributing to health, welfare, safety,
community integration, quality of life, ability to live independently in the community and the customer's vision for
his/her quality of life. The SLP provider RN utilizes the comprehensive assessment tool for this holistic approach. The
process utilizes atool that includes areview of the customer’s physical, cognitive, psychological/emotional, and social
well-being. The assessment covers education, occupation, customary routine, guardianship and living will, cognitive
patterns, communication/hearing patterns, vision patterns, mood and behavior patterns, physical functioning, including
activities of daily living (ADL) and instrumental activities of daily living (IADL), modes of locomotion, continence,
disease diagnosis, medication, health conditions, including pain and falls, oral/nutritional status, skin condition, activity
pursuit patterns and special treatments and procedures. Information collected in the assessment is used to help the SLP
provider RN and the customer form the PCP. Risk factors, such as depression, alcohol and substance abuse, medications,
caregivers, hedlth, falls and behaviors, are identified and addressed throughout the domains of the assessment tool. SLP
provider RNs discuss potential risks with the customer and work together to develop a PCP that will minimize or
eliminate risk.

The comprehensive assessment prompts the SLP provider RN to ensure all areas of a halistic assessment are captured and
includes what the customer hopes to achieve from the delivery of waiver services, as well as other available options. The
PCP that emerges from this assessment and conversation is one that encompasses all customer needs, desires, goals and
vision and links the customer with an array of options, not just those programs and services that are components of the
waiver.

The PCP isthe result of this comprehensive assessment and it captures the waiver customer's life goals and desires. It
identifies supports, both waiver services and non-waiver services, to assist the customer in actualizing these goals and
desires. The written documentation in the devel opment of the PCP demonstrate that the customer exercised choicein the
decision-making process. Once the PCP is developed by the SLP provider RN and the customer, it is signed by the
customer, the SLP provider RN, and sent to all applicable providers for signature. A copy of the PCP is provided to the
customer and all applicable providers listed on the PCP.

Customer rights for the SLP areincluded in the I1l. Admin. Code 146.250. Written notification of these rights are
provided to customers and their authorized representative during the assessment and PCP process, initialy at the time of
admission and annually thereafter. Customer rights are also included in the resident contract signed by each customer or
their authorized representative. The Medicaid Agency (MA) reviews all SLP provider resident contracts to verify
customer rights are included.
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Managed Care Organization (MCO):

The same processes of how an assessment and/or reassessment described above by the SLP provider nurse is expected of
care coordination provided by the MCO. MCO Care Coordinators are expected to engage the customer and assure that
he/she directs the process as much as possible by asking and encouraging at all levels of the assessment, reassessment and
PCP processes. All accommodations are to be given to anyone he/she wishes to include in the discussions and meetings
to develop ahalistic PCP.

The MA strengthened language in the MCO contract with an amendment signed 12/18/19. The new language added PCP
processes to the contract, including new requirements of informed customer choice (ensuring customers are able to make
informed choices regarding services, supports and providers) and ensuring the PCP is written in amanner that is easily
understood by the customer, including documentation that the setting where the customer resides is actually chosen by
the customer. It also includes provisions that the HCBS Setting Rule is met when applicable.

The engagement and inclusion of the customer and those that he/she designates to be included in the process requires
training and expertise by the MCO Care Coordinator. The MCO assessment tools and those given to them by the SLP
provider RN prompts the Care Coordinators to ensure all areas of a holistic assessment are captured and that it reflects the
goals, desires, and needs of the customer. The resulting PCP reflects what the customer hopes to achieve and mests the
customer's expectations to the best of ability of available programs and services that include waiver and non-waiver
programs and services. The PCP that emerges from this assessment and conversation is one that encompasses all

customer needs, desires, goals, and vision and links the customer with the whole array of options, not just those programs
and services that are components of the waiver.

The MCOs have assessment tools that contain components that are used to elicit and achieve holistic and comprehensive
information from the customers to support a PCP. Components in the assessments include, but are not limited to
cognitive/emotional ADLS, IADLS, behavioral health, medication, living supports, environmental conditions, and health
careinformation. The MCOs review the annual comprehensive assessment completed by the SLP provider RN and use it
when developing the service plan. In addition, the MCO Care Coordinator’ s assessment secures information that include
the customer's strengths, needs, personal goals and desires, levels of functioning and risk. The customer’s PCP isto be
reviewed within 90 days of initial implementation of the service and reassessed as needed. MCOs are required to have the
health risk assessment completed within 90 days of enroliment. A reassessment isto occur whenever the customer
reguests a reassessment, when there is a change in the customer’s condition or, at a minimum annually. The Contract
requires contact visits in the home no less than annually. All Care Coordinators are trained to discuss potential risks with
the customer and work together to develop a PCP that will minimize or eliminate risk. Through the assessment and PCP
process, the customer’s goals and the strengths and barriers to achieving these goals are identified. Oncethe PCPis
developed by the care coordinator and the customer, it is signed by the customer, the care coordinator, and sent to all
providers. A copy of the PCP is provided to the customer and all providers listed on the PCP.

MCO Care Coordinators are also required to enable as much choice as possible with the MCOs offering options of
providers to accommodate customer preferences and choice. MCOs must offer contractsto all willing and qualified
certified SLP providers in the contracting area so long as the Provider agrees to the MCO’ s rate and adheres to the
MCO’s quality assurance requirements.

(b) The customer's authority to determine who isincluded in the process. (OA and MCO Processes)

The customer’ s right to determine who isin included in the processis articul ated in the SLP customer rights (89 III.
Admin Code 146.250). Thisinformation isto be given to all customers at the time of assessment and reassessment. Also,
as described in (@) above for both the SLP provider RNs and the MCO Care Coordinators, they routinely inquire and
document the customer’ s authority to determine who isincluded in the process. Thisis documented in the PCP.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (4 of 8)

d. Service Plan Development Process. In four pages or less, describe the process that is used to develop the participant-
centered service plan, including: (a) who devel ops the plan, who participates in the process, and the timing of the plan; (b)
the types of assessments that are conducted to support the service plan development process, including securing
information about participant needs, preferences and goals, and health status; (c) how the participant isinformed of the
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services that are available under the waiver; (d) how the plan devel opment process ensures that the service plan addresses
participant goals, needs (including health care needs), and preferences; (€) how waiver and other services are coordinated;
(f) how the plan development process provides for the assignment of responsibilities to implement and monitor the plan;
and, (g) how and when the plan is updated, including when the participant's needs change. State laws, regulations, and
policies cited that affect the service plan development process are available to CM S upon request through the Medicaid
agency or the operating agency (if applicable):
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The State is committed to implementation of a person-centered planning (PCP) process. Supportive Living Program
(SLP) provider RNs and Managed Care Organization (MCQO) Care Coordinators are required to include the customer in
every aspect of the assessment and service plan development, including providing the customer and his/her representative
with the opportunity to lead the planning process.

The SLP provider RN or MCO Care Coordinator contacts the customer or authorized representative, by phoneor in
person, prior to the scheduling of the assessment. Assessments are generally conducted in the customer's residence. The
SLP provider RN and MCO Care Coordinator schedule the visit around the customer and other parties that the customer
wishes to have included.

a) Development of PCP, participation in process, and timing of the plan:

Fee for Service Process:

The SLP provider RN conducts a face-to-face comprehensive assessment of the customer. The PCP template contains a
"what isimportant to me", “desired outcome" and “strengths’ sections where the customer expresses his'her goals,
preferences, interests and choices, which include those related to service needs, overall life goals or desires and their
expectations for care. Goals are holistic and are not restricted to only needs that will be addressed by waiver services. For
example, if the waiver customer voices adesire to attend a house of worship or to go to lectures at the library, these
should appear under goals and be articulated in the PCP.

Customers and anyone they wish to include are to have an active role in the devel opment of the PCP. Thisincludes
choosing services and service providers. The face-to-face assessment is conducted in the customer's residence asthisis
most convenient for the customer and enables the SLP provider RN to see the customer function in their home
environment. Changes to location are to meet the customer’ s needs and are not for the convenience of SLP provider staff.

In terms of timing, an initial plan is required within 24 hours of admission (89 I1l. Adm. Code 146.245(b), "The SLF shall
complete aninitial assessment and service plan within 24 hours after move-in that identifies needs and potential
immediate problems"). Initial plans are implemented during the period of time between admission and the devel opment
of the PCP. The PCP is due within 7-21 days of admission and includes a more in-depth discussion with the customer, a
comprehensive assessment and an observation period. Each PCP isindividualized for the customer. The PCPis reviewed
and updated at the request of the customer, in conjunction with required evaluations and as dictated by changesin a
customer's condition, needs or preferences. The 89 I1l. Adm. Code 146.245(d) states, "The service plan shall be reviewed
and updated in conjunction with the quarterly evaluation or as dictated by changes in resident needs or preferences”.
PCPs are developed at atime and location convenient for the customer, authorized representative, and others the
customer chooses to involve.

Managed Care Organization (MCO) Process:

Similarly, once waiver eligibility is established, the PCP is developed by the MCO Care Coordinator in collaboration
with the customer and/or their representative following the same expectations as those set by the SLP provider RN. The
MA has set the same expectations regarding setting of the assessments and reassessments at the convenience of the
customer. At the time of the assessment and PCP development process the customer is encouraged to include the
person(s) of their choosing to attend a face-to-face visit with their assigned Care Coordinator. The date and time of this
face-to-face visit is collaborated and based on the customer’ s preference. The face-to-face assessment visits are
conducted in the customer’ s residence as thisis most convenient to the customer and |eads to a more accurate assessment
of the customer. Changes to location are to meet the customer’ s needs and are not for the convenience of MCO staff.

b) Types of assessments conducted to support the PCP devel opment process, including securing information about
customer's needs, preferences and goals, and health status:

Fee for Service Process:

In (a) above, the processin all assessmentsis to have the customer articulate his’her needs, goals, and desires. Using this
asabasisfor aholistic approach to care coordination, the assessment of the customer's situation and circumstances
identifies all factors contributing to quality of life and the customer’s ability to live independently in the community. The
SLP utilizes the following assessments completed by SLP provider staff. SLP provider RNs are required to encourage the
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customer to direct the assessment as much as possible, to discuss potential risks, and work together to develop a PCP that
will minimize or mitigate/eliminate the risk.

Standardized I nterview

An interview administered by the SLP provider that is geared toward the customer's service needs must be done at or
before the time of move-in (89 I1l. Admin. Code 146.245(a), "The SLF shall conduct a standardized interview geared
toward the resident's service needs at or before the time of occupancy").

Initial Resident Assessment

Aninitial assessment of the customer and an initial plan are completed within 24 hours after admission (89 I1l. Admin.
Code 146.245(b), "The SLF shall complete an initial assessment and service plan within 24 hours after admission that
identifies needs and potential immediate problems"). Information is obtained from the customer, authorized
representative and whomever the customer wishes to include, along with medical records. The comprehensive assessment
described below may be used, or aversion thereof may be development by the SLP provider for use astheinitial
assessment. The initial assessment is not intended to take the place of the comprehensive assessment required within 7-14
days of admission. Theseinitial documents must be reviewed and signed by either alicensed practical nurse (LPN) or RN
within 24 hours of admission. The LPN or RN reviews the initial assessment and other documentation, such as physician
orders and medication lists, to verify the assessment adequately reflects the customer's needs and preferences.

Comprehensive Assessment

A comprehensive assessment tool required by the Medicaid Agency (MA) is completed within 7-14 days after admission,
annually and in response to a change in condition. The comprehensive assessment is designed to capture the customer's
strengths, needs, preferences, health status and risk factors. Thistool assesses a customer's cognitive, communication, and
vision patterns, mood and behavior patterns, physical functioning, activities of daily living (ADL) and instrumental
activities of daily living (IADL), continence, disease diagnosis, health conditions, oral/nutritional status, skin condition,
activity and interest pursuit patterns and special treatments. It is completed through means of interview of the customer,
authorized representative and others the customer chooses to involve. SLP staff observation and the review of medical
records are aso included. Information documented in the assessment and information received from the customer are
used to develop the PCP. Completion of the assessment is the responsibility of the SLP provider RN.

Quarterly Evaluation

The quarterly evaluation is completed within 92 days from the previous assessment. This evaluation must include
information regarding the customer's current status (89 11l. Admin. Code 146.245(¢e), "A quarterly evaluation of the health
and behavior status of each resident using a Department designated form shall be completed"). As with the other
assessment and the development of the PCP, the customer and his/her authorized representative participate in this
evaluation. The evaluation form must be signed by the SLP provider nurse and the customer or authorized representative.
Any changes noted in the quarterly evaluation related to current waiver or non-waiver services, goals, strengths, needs or
preferences are to be included in the PCP. The quarterly evaluation is the responsibility of the SLP provider RN.

Dementia Program Assessments:

The SLP dementia program requires additional assessments specific to persons with cognition problems. These
assessments are compl eted by the SLP provider RN. If adementia program customer is enrolled in aManaged Care
Organization (MCO), copies of the assessment are provided to the MCO Care Coordinator for use with the development
of the PCP.

Elopement Risk Assessment

An elopement risk assessment designated by the MA must be completed for dementia program customers prior to
admission and quarterly thereafter. The purpose of the assessment is to determine if the customer requires a safety
intervention of delayed egress. This assessment must be completed by an RN. The customer’s need for delayed egress
must be included on the PCP. Customers without the need for delayed egress may receive services.

Kitchen Appliance Assessment

Prior to admission and quarterly thereafter, an assessment of the customer's ability to safely operate kitchen appliances
must be completed. This assessment must be completed by an RN. The customer’s need for a safety intervention as it
applies to kitchen appliances must be included the PCP.

MOCA or SLUMS Assessment
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The Montreal Cognitive Assessment or the St. Louis University Mental Status assessment must be completed within 7-14
days of admission. This assessment must be completed by an RN.

MCO Process:

The MCOs have similar comprehensive assessment tools that contain components that are used to elicit awide range of
information from the customers and their representatives to support PCP devel opment. These componentsin the
assessments include, but are not limited to cognitive/emotional, ADLs, IADLS, behavioral health, medication, living
supports, environmental conditions, and health care information. The assessment secures information including the
customer strengths, needs, levels of functioning, and risk factors. Additionally, the MCO Care Coordinator reviews the
comprehensive assessment completed by the SLP provider RN. The MCOs also use the MCO claims data and real-time
customer data to identify a customer’ srisk level and to help in the creation of the PCP. MCOs also use referrals,
transition information, service authorizations, alerts, grievance system, memos, and other assessment tools. These tools
are both internal and adopted by the MA, aswell as from families, caregivers, providers, community organizations, and
MCO personndl. Through the assessment and PCP processes, the customer’ s goals and the strengths and barriersto
achieving these goals are identified. The MCO Care Coordinators are trained to look at the individual and approach the
customer to directing the process.

The MCO contract specifies expectations for waiver customers, including content of and purposes for the PCP. As part of
itswork on behalf of HFS, the External Quality Review Organization (EQRO) reviews assessments as part of its pre-
implementation record review, onsite post-implementation record review, aswell asin quarterly record reviews, to ensure
the assessments meet contractual requirements.

¢) Informing customer of services available under the waiver:

Fee for Service Process:

Theresident contract is required to include information regarding the services available to customers under the waiver.
SLP providers are required to submit to the MA for approval, prior to use, copies of every type of resident contract, thus
ensuring waiver services areincluded (89 I1l. Admin. Code 146.215(c)(3), " Submit for approval prior to use amodel of
every type of resident contract to be used by the SLF"). The contract must be signed by the customer or authorized
representative at or prior to occupancy.

The SLP provider RN discusses with the customer the array of services, regardless of funding sources, which are
available to them and for which they are eligible. The array of services also includes the customer’s goals that may not
be met by awaiver or other formal services. It isthe SLP provider RN’ s responsibility to explain all service optionsto the
customer, including, but not limited to waiver services. Customers review and sign the PCP and initial that that they
choose to receive services from the SLP provider or would like to receive referral information for other programs.

MCO Process:

The MCO Care Coordinator provides "customer health education”, including how to access benefits and supports, for
example, waiver services, at the initial face-to-face visit. The Care Coordinators are trained to engage and encourage the
customer to take the lead in PCP development. They also identify services that are available through other state and
federal agencies, local entities, and charitable organizations that may assist the customer in attaining their goals and
desires. The PCP that emerges from this conversation isto reflect waiver services and informal services.

d) Explanation of how the PCP development process ensures that the PCP addresses customer goals, needs (including
health care needs), and preferences:

Fee for Service Process:

The SLP comprehensive resident assessment is designed to capture the customer's strengths, needs, preferences, health
status and risk factors. Thistool assesses a customer's cognitive, communication, and vision patterns, mood and behavior
patterns, physical functioning, activities of daily living (ADL) and instrumental activities of daily living (IADL),
continence, disease diagnosis, health conditions, oral/nutritional status, skin condition, activity and interest pursuit
patterns and special treatments. It is completed through means of interview of the customer, authorized representative and
others the customer chooses to involve. SLP staff observation and the review of medical records are also included.
Information documented in the assessment and information received from the customer are used to develop the PCP.
Completion of the assessment is the responsibility of the SLP provider RN. Any area of need identified on the assessment
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or expressed by the customer must be included in the PCP. Customers must sign the PCP and initial they choose to
receive services from SLP provider or initial that they request to receive referral information for other programs.

MCO Process:

Comprehensive assessments are devel oped by the MCOs. The MCO contract specifies expectations for waiver customers,
including content of and purposes for Customer Care Plans and HCBS Waiver PCPs (for customers receiving HCBS
Waiver services).

After the comprehensive assessment has been completed by the MCO, and the array of services have been presented to
and discussed with the customer, the MCO'’ s Care Coordinator, the customer and/or their representative(s) formulate an
individualized PCP that addresses their goals, strengths and barriers/risks in consideration of these goals, and the
mutually agreed upon activities for achievement of these goals. The outcome isthe PCP. Asthisis customer-centric,
personal preferences are integral to the development of the PCP, such as cultural preferences, living arrangements, and
provider preferences for language and time of services. The PCP includes the type, amount, frequency, and duration of
waiver services, and includes services and supports not covered under the waiver, all related to the needs and preferences
expressed by the customer. The strength of the MCO modd is the actual care coordination of healthcare needs and long-
term services and supports. MCOs develop a holistic PCP and are responsible for monitoring its implementation, along
with the customer. As part of itswork on behalf of the MA, the EQRO reviews assessments as part of its pre-
implementation record review, onsite post-implementation record review as well asin quarterly record reviews to make
sure the assessments meet contractual requirements.

€) Explanation of how waiver and other services are coordinated:

Fee for Service Process:

The PCP must include the coordination of waiver and non-waiver services being delivered to a customer by the SLP
provider or an outside provider (89 Ill. Admin. Code 146.245(d), "This includes coordination and inclusion of services
being delivered to aresident by an outside entity"). The coordination of waiver and non-waiver services are accomplished
in avariety of waysincluding, during the completion of required assessment and by communication at any time between
the customer and SLP provider. Whenever and however the information is learned, it must be incorporated into the PCP.
The SLP provider's RN isresponsible for ensuring that the customer's PCP isimplemented appropriately, including
coordination with outside entities.

MCO Process:

Services are coordinated by the customer's assigned MCO Care Coordinator, who is responsible for the identification,
authorization, and assignment to the responsible service provider in coordination with and direction from the customer
and/or their representative. MCO Care Coordinators are expected to offer information on non-waiver services to the
customer and make referrals as appropriate on behalf of the customer. All non-waiver services should be included on the
PCP created by the MCO Care Coordinator in conjunction with the customer.

f) Explanation of how the PCP development process provides for the assignment of responsibilities to implement and
monitor the PCP:

Fee for Service Process:

The PCP must identify who will assist and support the customer with achieving their desired outcomes for waiver and
non-waiver services (89 Ill. Admin. Code 146.245(d)), "The service plan shall include...whether the services will be
provided by licensed or unlicensed staff"). During the implementation process of the PCP, the appropriate individuals are
notified regarding their responsibilities in providing specific services and support to the customer. The PCP also includes
the customer's strengths that will assist with achieving desired outcomes and the steps to achieve they have identified.
The SLP provider's RN isresponsible for assigning responsibilities to implement the PCP and also to monitor. PCPs are
reviewed at least quarterly, or more often if achange in condition occurs or at the customer's requests.

MCO Process:

The MCO Care Coordinator is responsible for the execution of the PCP, which includes monitoring the provision of
waiver services and risk mitigation strategies. The customer’srole is clearly defined in the PCP, and the customer is
responsible for actively participating and providing feedback.
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g) Explanation of how and when the plan is updated, including when the customer's needs change:

Fee for Service Process:

Customers may request areview of their PCP at any time. At a minimum, the PCP must be reviewed quarterly. If a
customer experiences a change in condition, needs or preferences, the PCP must be updated at that time (89 IlI. Admin.
Code 146.245(d), "The service plan shall be reviewed and updated in conjunction with the quarterly evaluation or as
dictated by changes in the resident's needs or preferences’). PCPs must be completed at least annually.

The customer isin the center of the PCP process. The SLP provider RN completes a comprehensive resident assessment
to identify the customer’s strengths, needs, formal and informal supports based on information provided by the customer
or authorized representative. The customers have an active role in choosing the types of services and service providersto
meet those needs. The SLP provider’s RN obtains the customer’ s signature of agreement on the PCP and the customer
initials verifying they choose to receive services from the SLP provider or that they request referral information for other
programs.

MCO Process:

Administrative Rules require that customers receive a new assessment at least annually; whenever requested by the
customer/authorized representative; or whenever the customer may have experienced a change in his or her needs that
indicate the need for a reassessment to meet their needs. During assessments, the MCOs Care Coordinator educates the
customer to call the MCO Care Coordinator to request a change in the PCP if the customer’ s situation or needs change in-
between assessments. The customer is educated to notify the MCO Care Coordinator any time there is achangein their
living or medical situation that may affect their need for services. PCPs can be created or adjusted in-between
assessments to meet the customer's immediate needs. Whenever there is a change in level of service needs or functioning
(for example, hospitalization significantly impacting the customer’s level of functioning), a new assessment isto be
completed and additional services provided as needed.

The customer isin the center of the PCP process. The MCO Care Coordinator completes a comprehensive assessment to
identify the customer’ s strengths, needs, formal and informal supports based on information provided by the customer or
representative. The customers have an active role in choosing the types of services and service providers to meet those
needs. The MCO Care Coordinator obtains the customer’s signature of agreement on the PCP and offers the customer a
choice of providersto fulfill the services.

For reassessments, MCOs analyze reports and data on a monthly basisto identify risk level changes for their customers.
High risk customers have PCPs updated every 30 days and moderate risk members have PCPs updated annually. Ata
minimum, MCQOs shall conduct a health risk reassessment annually for every member with aPCP. All HCBS customers,
including SLP Waiver customers, have a PCP.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (5 of 8)

e. Risk Assessment and Mitigation. Specify how potential risks to the participant are assessed during the service plan
development process and how strategies to mitigate risk are incorporated into the service plan, subject to participant needs
and preferences. In addition, describe how the service plan development process addresses backup plans and the
arrangements that are used for backup.
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SLP provider RNs assess for customer needs, evaluate current customer risks and work with the customer to identify the
resources and strategies to mitigate these risks through the linkage and delivery of services ultimately to prevent
institutionalization and be successful in community residency. For example, if the customer is at nutritional risk,
consultation with alicensed dietician may be part of the of PCP to mitigate this risk.

The comprehensive assessment tool requires the SLP provider RN and customer to discuss other factors or services
beyond waiver services that may help mitigate risk. This may include behavioral health services to address depression,
anxiety and abuse of alcohol or other substances including illegal substances and medications; caregivers; physical
health; mitigation to prevent occurrences and risks of falls are explored and addressed.

Additionally, per 89 Ill. Admin. Code 146.295, SLP providers are responsible to have emergency policies. Customers are
oriented to the emergency plan and staff receives training at the time of hire and annually. The policies must address
various emergency scenarios, including fire, tornado, power outage and flooding. Additionally, fire and tornado drills are
required.

MCO Process:

For customers enrolled in an MCO, the assessment for potential risk isincluded in the PCP development process. The
MCO Care Coordinator at the MCO is expected to incorporate and utilize the same strategies as described above in the
development of the PCP. In addition, the MCOs use predictive modeling reports and other surveillance data, including
claims data to assess risk and identify risk level changes.

The MCO Care Coordinator completes a comprehensive assessment and care plan for every customer. This process
includes identification of the customer’s cognitive/emotional functioning, behavioral health, medication, living supports,
environmental conditions, ADLS, IADLS and health information. This process identifies risks that could encompass such
domains as the behavioral health of the customer including depression, anxiety and the abuse of alcohol or other
substances including illegal substances and medications; providing acrisis safety plan for amember with behavioral
health conditions; role of caregivers; physical health; occurrences and risks of falls. These are explored and addressed as
they may increase and serve as barriers to the customer's ability to live as safely and independently as possible. All risks
are identified and discussed while developing the PCP. Through service planning interventions, identified risk(s) are
mitigated and barriers are addressed with interventions which are mutually agreed upon by the customer and the MCO.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (6 of 8)

f. Informed Choice of Providers. Describe how participants are assisted in obtaining information about and selecting from
among qualified providers of the waiver servicesin the service plan.
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Managed Care Organization (MCO) and Fee for Service Process:

Information of available providersis available on the Medicaid Agency’s (MA) website under the Supportive Living
Program (SLP) page for customers and their familiesto review available SLP providers and services. SLP providers may
also have their own brochures, advertising material and marketing plans.

Additionally, The Illinois Department of Human Services (DHS), Family and Community Resource Center caseworkers,
who are responsible for accepting Medicaid applications and determining eligibility, may make referrals. The lllinois
Department on Aging’s Care Coordination Units and DHS, Division of Rehabilitation Services staff that perform initial
level of care assessments for customersin need of waiver services may provide information regarding the SLP, too. The
Department on Aging also operates help lines that provide referral information for elderly persons and their families.
Additionally, State long term care ombudsman are a resource for customers and supply information regarding providers,
services and programs.

Customers and families are encouraged to visit SLP provider settings before agreeing to services. Customers/authorized
representatives identify the provider chosen and sign the resident contract to verify the provider selected. By selecting a
SLP provider and executing aresident contract, the customer accepts the services that the provider is obligated to provide
under the SLP waiver. A customer is free to cancel aresident contract and transfer to another service provider or choose
to participate in another program at any time. Thisis explained annually during the assessment service planning meeting
and referral contact information is provided to the customer, if requested.

MCO Process:

For customers enrolled in an MCO, the MCO Care Coordinator assists the customer in obtaining information and
selecting from among qualified certified SLP providers of the waiver servicesin the PCP. The State requires that freedom
of choice be afforded to al customersin the waiver.

The MCO Care Coordinators meet with the customers to discuss their goals and desires and develop the PCP. It isthe
MCOs Care Coordinator's role to provide information about the available services and service providersto each
customer, and to answer any questions that arise. The MA notifiesall MCOs and MCO Care Coordinators of all certified
SLP providers that provide services in specific geographic service areas. The SLP provider and the MCO work together
to establish a contract between their agencies so waiver services can be provided to waiver MCO customers. The MCO
Care Coordinator will assist the customer through the provider network supplying provider information relevant to the
services selected by the customer on their PCP and available in the customer's service area. If the customer has no
preference of a provider agency, then the MCO Care Coordinators are required to utilize a rotating service provider list.
Thislist includes all service providersin the geographic service area of the customer. Customers always have first choice
on the providers they select to meet their needs. MCO Care Coordinators support the customer in selecting a provider to
meet their needs if the customer does not have a preferred provider identified. The MCO maintains a current list of
qualified and contracted SL P service providers which are made avail able to customers upon request. The customer is aso
educated that the MCO's provider list is available on the MCO's website.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (7 of 8)

g. Process for Making Service Plan Subject to the Approval of the Medicaid Agency. Describe the process by which the
service plan is made subject to the approval of the Medicaid agency in accordance with 42 CFR §441.301(b)(1)(i):
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The Supportive Living Program (SLP) provider and the Managed Care Organizations (MCO) have day-to-day
responsibility for completion and approval of PCPs; however, the MA, through its Quality Improvement System, reviews
PCPs through a sample process as described below.

Fee for Service Process:

The MA conducts annual on-site certification reviews at al SLP providers. Thisincludes areview of fee for service
customers' PCPs to assess compliance with the PCP performance measures. SLP providers are required to remediate
findings within required timelines. MA staff complete unannounced follow-up reviews to verify remediation. The MA
monitors both individual and systemic remediation. The MA has quarterly meetings with the SLP waiver staff during
which quality improvement activities are reviewed and remediati on approaches and trends are discussed.

MCO Process:

For the MCOs, the MA selects a statistically valid sample for conducting onsite record reviews to assure compliance with
federal assurances. The MA uses a proportionate sampling methodology with a 95% confidence level and a +/- 5%
margin of error.

Once the MA selects the sample, it is provided to the MA's External Quality Review Organization (EQRO), the entity
responsible for monitoring the MCOs. The OA and the EQRO determines areview schedule, based on the sample and
performs onsite record reviews to assess compliance with the PCP performance measures. For the MCOs, the EQRO
sends areport of findings to the MA and the MCOs. The MCOs are required to remediate findings within required
timelines, and report remediation activities to the MA, at least quarterly. The MCOs report on both individual and
systemic remediation. The MA has quarterly meetings with the MCOs during which quality improvement activities are
reviewed and remediation approaches and trends are discussed.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (8 of 8)

h. Service Plan Review and Update. The service plan is subject to at least annual periodic review and update to assess the
appropriateness and adequacy of the services as participant needs change. Specify the minimum schedule for the review
and update of the service plan:

O Every three months or mor e frequently when necessary
O Every six months or mor e frequently when necessary
O Every twelve months or mor e frequently when necessary

® Other schedule
Foecify the other schedule:

Feefor Service:
Person-centered plans (PCP) are reviewed quarterly.

Managed Care:
PCPs are reviewed every twelve months or more frequently when necessary.

i. Maintenance of Service Plan Forms. Written copies or electronic facsimiles of service plans are maintained for a
minimum period of 3 years as reguired by 45 CFR §92.42. Service plans are maintained by the following (check each that

applies):
[ M edicaid agency
[ Operating agency
Case manager
Other

Specify:
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For customers enrolled in a Managed Care Organization (MCO), the MCO is responsible for maintenance of the
person-centered plan forms for a minimum of three (3) years.

Appendix D: Participant-Centered Planning and Service Delivery
D-2: Service Plan Implementation and Monitoring

a. Service Plan Implementation and Monitoring. Specify: (a) the entity (entities) responsible for monitoring the
implementation of the service plan and participant health and welfare; (b) the monitoring and follow-up method(s) that are
used; and, (c) the frequency with which monitoring is performed.
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Fee for Service Process:
The Supportive Living Program (SLP) provider RN is responsible for monitoring the implementation of the person-
centered plan (PCP) and the customer's health, safety and welfare.

a) SLP provider RNs and customers devel op the PCP together during the initial assessment and at each reassessment the
PCP isreviewed and adjusted as needed. Customers are provided with the opportunity to lead the PCP process. The MA
administrative rules require that customers receive anew assessment at least annually and when there is a change.

The required comprehensive assessment addresses all aspects of customer function and supports. The SLP provider nurse
identifies services needed and makes the appropriate referrals, as agreed upon by the customer during the PCP process.
Referrals are made for avariety of services including those outside the services offered in the SLP waiver. Examples of
additional services include transportation and home health services.

b) SLP provider RNs monitor the provision of services through customer contact and required annual and quarterly
assessments.

The customer or authorized representative can request a meeting with the SLP RN at any time. When problems are
detected, PCPs can then be revised or new a plan can be implemented. The SLP provider RN monitors any changes to
help ensure problems are adequately addressed.

¢) SLP provider RNs are required to meet face to face with waiver customers quarterly, and more often as needed.

It is the customer's responsibility to notify the SLP provider RN of any change in status or to request a change to the PCP.
Customers can request a change to the PCP at any time.

As part of the MA’s monitoring process, comprehensive record reviews are conducted annually for 100% of new fee for
service customers and a random representative sample of continuous residents. This monitoring involves an in-depth
record review that includes, but is not limited to: the PCP, comprehensive assessment, quarterly evaluations, medication
management service records, incident reports and physician orders. MA staff also meetsin person with customers and
conducts a standardized interview that includes questions regarding services received and choices and preferences. The
health and safety of customersis monitored by confirming all required and preferred services are included in the PCP,
that risks are identified and mitigated, customers' physicians are notified of changesin condition and that required MA
reporting takes place as required by administrative rule.

MA staff ensures customers' comprehensive assessments, which are used to assist with the development of the PCP, are
completed within required timeframes, accurately reflect customer’s needs, strengths, health conditions and service
provision and that any significant changes in condition are documented.

Managed Care Organization (MCO) Process
For customers enrolled in aM CO, the MCO Care Coordinator is responsible for monitoring PCP implementation,
including whether services and supports meet the customer’ s needs.

For the MCOs, the primary avenue to monitoring the customer's needs and PCP is the completion of the comprehensive
assessment with the customer. The MCO Care Coordinator and the customer work collaboratively during the initial
assessment and at each subsequent reassessment on the PCP process. The MCO Care Coordinator is responsible for
monitoring the implementation of the PCP, the availability and effectiveness of identified services and supports, and the
customer's overall health and welfare.

The MCO Care Coordinator works with the customer to identify the agreed upon services to include in the PCP and
coordinates the service delivery process based on the customer’ s needs. MCO Care Coordinators also identify services,
supports, or activity outside of the waiver benefit that may support the customer's PCP. In addition to being completed at
theinitial assessment and reassessment visits, the PCP is also reviewed in-between assessmentsif thereisachangein
service needs or a change in customer’s health condition.

b. Monitoring Safeguar ds. Select one:

® Entitiesand/or individualsthat have responsibility to monitor service plan implementation and
participant health and welfare may not provide other direct waiver servicesto the participant.
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O Entitiesand/or individualsthat have responsibility to monitor service plan implementation and
participant health and welfare may provide other direct waiver servicesto the participant.

The state has established the following safeguards to ensure that monitoring is conducted in the best interests of the
participant. Specify:

Appendix D: Participant-Centered Planning and Service Delivery
Quality Improvement: Service Plan

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methodsfor Discovery: Service Plan Assurance/Sub-assurances

The state demonstrates it has designed and implemented an effective system for reviewing the adequacy of service plans
for waiver participants.

i. Sub-Assurances:

a. Sub-assurance: Service plans address all participants assessed needs (including health and safety risk
factors) and personal goals, either by the provision of waiver services or through other means.

Perfor mance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator .

For each performance measure, provide information on the aggregated data that will enable the Sateto
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

D1: Number and percent of FFSand MCO customers' person-centered plans (PCP)
that address all personal goals. Numerator: Number of FFSand M CO customers
PCPsthat address all personal goals. Denominator: Total number of FFSand MCO
customers PCPsreviewed.

Data Sour ce (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation

(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid LI weekly [ 100% Review
Agency
[] Operating Agency [] Monthly Lessthan 100%
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Review

[] Sub-State Entity Quarterly Representative

Sample
Confidence
Interval =

95%
confidence
level with a+/-
5% margin of
error

Specify:

L other Annually [ stratified
Describe Group:

[] Continuously and [] Other
Ongoing Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly

[] Sub-State Entity

Quarterly

[ Other
Specify:

Annually

[] Continuously and Ongoing

[l Other

Page 101 of 191
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that applies):

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

Specify:

Per formance M easur e
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D2: Number and percent of FFSand MCO customers’ per son-centered plans (PCP)

that address all needsidentified in the assessment. Numerator: Number of FFS and

MCO customers PCPsthat address all needs identified by the assessment.
Denominator: Total number of FFSand M CO customers PCPsreviewed.

Data Sour ce (Select one):

Record reviews, on-site

If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid [T weekly [ 100% Review
Agency
[] Operating Agency [ Monthly Lessthan 100%

Review

[] Sub-State Entity

Quarterly

Representative
Sample
Confidence
Interval =

95%
confidence
level with a+/-
5% margin of
error

[ Other
Specify:

Annually

L1 stratified

Describe Group:

[ Continuously and
Ongoing

[ Other
Specify:

] Other
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Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[ Sub-State Entity Quarterly
] Other
Specify:
Annually
[] Continuously and Ongoing
[ Other
Specify:
Performance Measure;

D3: Number and percent of FFSand MCO customers’ per son-center ed plans (PCP)

that addressall health and safety risk factorsidentified by the assessment.

Numerator: Number of FFSand M CO customers PCPsthat address all customer

health and safety risk factorsidentified by the assessment. Denominator: Total
number of FFSand M CO customers PCPsreviewed.

Data Sour ce (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

(check each that applies):

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):

State Medicaid L1 weekly [1 100% Review
Agency
[] Operating Agency [] Monthly Lessthan 100%

Review
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[ Sub-State Entity

Quarterly

Representative
Sample
Confidence
Interval =

95%
confidence
level with +/-
5% margin of
error

[ Other
Specify:

Annually

[ stratified
Describe Group:

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analy